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Commencement  1975 


At  2:00  p.m.  on  June  10  the  trumpet  voluntary 
sounded  for  the  first  commencement  of  Rush  Uni¬ 
versity.  The  first  graduates  of  Rush  College  of 
Nursing  and  Allied  Health  Sciences  joined  the 
101st  group  of  young  physicians  to  graduate  from 
Rush  Medical  College  in  solemn  processional. 
What  five  years  ago  was  little  more  than  a  hope 
had  passed  beyond  promise  into  reality. 

Edward  McCormick  Blair,  chairman  of  the  Exec¬ 
utive  Board  and  of  the  Trustees,  and  James  A. 
Campbell,  M.D.,  president  of  the  Medical  Center, 
conferred  the  M.D.  degree  on  81  graduates,  the 
M.S.  on  4,  and  the  B.S.  on  29  students  who  had 
majored  in  nursing  and  6  who  had  majored  in  medi¬ 
cal  technology.  The  honorary  degree  of  Doctor 
of  Science  was  conferred  on  Virginia  Henderson, 
M.A.,  Senior  Research  Associate  Emeritus,  School 
of  Nursing,  Yale  University,  and  on  John  H. 
Knowles,  M.D.,  President  of  the  Rockefeller  Foun¬ 
dation. 

The  Reverend  Everett  A.  Hewlett,  Pastor  of  the 
Austin  United  Presbyterian  Church  and  a  Trustee 
of  the  Medical  Center,  opened  the  ceremonies  with 
an  invocation,  saying  in  part: 

“We  thank  you.  Father  of  us  all,  for  those  who 
are  to  be  awarded  degrees  in  this  commencement. 
We  thank  you  for  their  diligence  and  pursuit  of 
knowledge,  for  their  quest  of  truth,  for  their  honest 
desires  to  serve  the  needs  of  others.  Keep  before 
them  the  dreams  and  visions  that  give  to  them 
perseverance.  Engrave  upon  our  memory  the  joy 
of  this  day,  that  the  sacrifices  made,  the  sufferings 
endured  by  both  students  and  families,  be  re¬ 
warded  in  the  victory  that  has  been  won.” 

Luther  H.  Christman,  Ph.D.,  presented  Miss 
Henderson  for  the  honorary  degree  of  Doctor  of 
Science,  saying  in  part,  “Miss  Henderson  accepted 
an  appointment  to  the  School  of  Nursing,  Yale 
University  in  1953.  It  was  there  with  her  sociologist 
colleague.  Dr.  Leo  Simmons,  that  she  prepared  the 
monumental  nursing  studies  index,  the  only  anno¬ 
tated  guide  to  nursing  literature.  This  stupendous 
effort  was  part  of  her  commitment  to  help  nurses 
to  realize  the  inherent  scholarly  basis  of  nursing 
practice.  .  .  .  Her  comprehensive  textbook  of  the 
Principles  and  Practice  of  Nursing  has  been  a 
basic  text  for  nurses  since  it  was  first  published 
eight  editions  ago,  in  1939. 

“On  still  another  front.  Miss  Henderson  and 
Professor  Simmons  documented  the  need  for 
studies  of  the  direct  effect  of  nursing  on  patient 


care.  This  is  self-evident  today,  but  was  a  revolu¬ 
tionary  concept  when  first  presented  in  the  early 
1960s.  Largely  as  a  result  of  their  work  .  .  .  there 
has  been  a  national  and  even  international  shift 
away  from  the  studies  of  nurses  to  studies  of 
nursing  practice,  which  has  benefited  the  people 
of  the  world.  .  .  .  Her  statement  on  basic  principles 
of  nursing  care,  prepared  for  the  International 
Council  of  Nurses  in  1961,  has  been  translated  into 
19  languages  and  is  considered  a  most  important 
influence  in  raising  the  consciousness  of  nurses  to 
their  singular  mission.” 

Dr.  Knowles  was  presented  for  the  honorary 
degree  of  Doctor  of  Science  by  William  F.  Hejna, 
M.D.,  Dean  of  Rush  Medical  College  and  vice  presi¬ 
dent  for  medical  affairs. 

Dr.  Hejna  said: 

“He  was  from  the  beginning  of  his  medical 
career  an  advocate  for  the  patient,  and  an  informed 
and  resourceful  critic  of  his  profession.  ‘The  time 
is  overdue,’  he  has  said,  ‘to  be  responsible.  .  .  . 
Let  the  profession  take  action  when  the  logic  and 
rationale  of  the  argument  dictates  it.  Otherwise, 
somebody  else  will  move  into  the  vacuum  and  tell 
us  to  behave.’  He  has  shown  all  of  us  how  medicine 
can  become  more  responsive  to  the  public  interest, 
and  we  are  the  stronger  for  it. 

“Since  1972,  Dr.  Knowles  has  been  president  of 
the  Rockefeller  Foundation.  He  promptly  initiated 
a  searching  analysis  of  the  Foundation’s  programs 
and  its  responsiveness  to  current  human  needs. 
‘Foundations,  too,  are  human  service  institutions,’ 
he  said,  and  he  continues  to  guide  the  Foundation 
on  a  course  of  ‘preventive  philanthropy’  to  cure 
causes  rather  than  consequences. 

“The  mandate  of  the  Rockefeller  Foundation  is 
‘to  promote  the  well-being  of  mankind  throughout 
the  world.’  We  recognize  John  Knowles  today  for 
the  way  he  has  throughout  his  life  responded  to 
that  mandate.  We  honor  him  for  his  humanity,  and 
for  what  he  has  taught  us  all  about  our  own 
humanity.” 

Dr.  Christman  presented  the  candidates  for  de¬ 
grees  in  the  College  of  Nursing  and  Allied  Health 
Sciences.  The  39  graduates  ranged  in  age  from  21 
to  50  years.  Three  were  men;  two  were  members 
of  minority  groups. 

In  presenting  the  candidates  for  the  M.D.  de¬ 
gree,  Dr.  Hejna  said,  “I  would  like  to  take  the  liberty 
of  leaving  two  or  three  simple  thoughts  with  you 
which  relate  to  your  education. 

(continued  on  p.  3) 
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Award  Winners 


Members  of  the  Alpha  Omega  Alpha  Honor  Society  (I tor): 
(seated)  Lisa  Taylor,  who  was  also  chosen  by  the  faculty 
to  receive  the  Nathan  S.  Freer  Prize  as  outstanding 
senior,  Mark  Moyer,  Armando  Susmano,  M.D.,  assistant 
professor  of  internal  medicine  and  associate  attending 
physician,  who  was  named  an  honorary  member.  Presi¬ 
dent  James  A.  Campbell,  M.D.,  Glen  Gabbard,  Thomas 
Stibolt;  (standing)  Hamilton  Moses,  III,  who  also  received 
the  Henry  M.  Lyman  Memorial  Prize  as  the  outstanding 
junior  medical  student,  Steven  Sicher,  Joseph  Oik,  Wil¬ 
liam  Graettinger,  Christopher  Goetz,  Theodore  Tyberg, 
Lawrence  Layfer,  David  Rubin,  and  Evonne  Winston. 


The  David  Peck  Award  was  presented  to  Robert  Douglas 
Stewart  for  significant  contributions  to  the  Student  Na¬ 
tional  Medical  Association. 


**SHiirfa 


smiet  ft 


Outstanding  teachers  pose  with  Dean  Hejna:  Norma  Wag¬ 
oner,  Ph.D.,  assistant  professor  of  anatomy  and  assistant 
dean  for  admissions,  was  chosen  by  students  to  receive 
the  Brainard  Award  as  the  outstanding  teacher  in  the  ba¬ 
sic  sciences;  Alexander  Doolas,  M.D.,  assistant  professor 
of  surgery  and  associate  attending  surgeon,  was  pre¬ 
sented  with  the  Phoenix  Award  for  excellence  in  teach¬ 
ing  by  the  class  of  1975. 


“The  first  is  that  you  must  never  consider  your 
education  to  have  limiting  parameters.  Methodol¬ 
ogy  is  irrelevant;  broadening  the  scope  is  manda¬ 
tory,  and  an  ending  is  unthinkable. 

“The  second  is  that  you  should  view  the  funda¬ 
mental  purpose  as  acquiring  the  ability  to  recog¬ 
nize  and  cope  with  problems.  Not  to  give  answers 
but  to  cope  with  the  problems  of  your  patients, 
your  profession,  of  society,  and  of  your  own  self. 


“Finally,  remember  that  many  well-educated  in¬ 
dividuals  are  failures.  I  urge  you  to  give  serious 
thought  to  how  you  will  measure  your  success.’’ 

Of  the  81  medical  students,  30  had  completed 
the  requirements  for  the  M.D.  in  three  years.  The 
graduates  ranged  in  age  from  22  to  35  years;  11 
were  women,  6  were  members  of  minority  groups, 
and  56  are  Illinois  residents.  □ 
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Is  More  Better? 


Dr.  Knowles 


Selections  from  the 
Commencement  Address 

By  John  H.  Knowles,  M.D. 

President,  The  Rockefeller  Foundation 

Of  all  the  metaphors  in  the  history  of  Western 
Civilization  and  thought,  the  oldest,  most  pervasive 
and  compelling  is  the  metaphor  of  growth.  The 
Greeks  drew  the  analogy  between  the  life  cycle  of 
the  organism  and  the  development  of  society.  The 
rise  of  Christianity  added  the  dimension  of  sacred 
development  beginning  with  the  Creation  and  the 
unfolding  of  God’s  will.  Between  the  15th  and  18th 
centuries, . . .  science  became  a  social  undertaking. 
Through  it,  man  could  be  perfected,  nature  used 
beneficially  by  discovering  its  laws,  and  political 
arrangements  made  harmonious.  .  .  .  The  doctrine 
of  progress  had  come  into  being.  .  .  .  Technology, 
capitalism  and  the  enlightened  hand  of  self- 
interest,  and  the  free  individual  were  institution¬ 
alized  as  missionary  American  ideals.  .  .  . 

The  world  has  never  seen  the  likes  of  such  a  vast 
industrial  machine.  The  tenets  of  laissez-faire 
capitalism  coupled  with  the  frontier  ethic  of  inde¬ 
pendence,  rugged  individualism,  hard  work  and 
self-reliance;  weak  government;  the  blessings  of  a 
land  rich  in  natural  resources;  and  the  protection 
afforded  by  the  isolating  oceans  to  the  south,  east, 
and  west  have  all  been  mentioned  as  factors  in  the 
remarkable  growth  and  progress  of  the  nineteenth 
century. 

But  all  was  not  well  and  the  watershed  of  Amer¬ 
ican  history  was  reached  in  the  1890’s.  The  issues 
and  problems  were  those  which  would  continue  to 
the  present— laissez-faire  versus  government  plan¬ 
ning;  conservation  and  the  wisest  use  of  natural 
resources;  the  balance  of  the  interests  of  labor  and 
management;  the  striving  for  the  assurance  of 
equal  opportunity  and  equal  rights  for  all  Amer¬ 
icans;  renewing  and  humanizing  urban  life;  the 
alleviation  of  poverty  while  strengthening  the 
promise  of  America  of  equality,  upward  mobility, 
and  inevitable  progress;  rationalizing  foreign  pol¬ 
icy;  and  somehow  overcoming  the  difficulties 
seemingly  inherent  in  laissez-faire  capitalism  of 
periodic  economic  breakdown  with  swells  of  in¬ 
flation  and  unemployment.  .  .  . 

With  materialistic  desire  sated  in  large  segments 
of  the  American  populace  and  the  engines  of  the 
industrial  machine  and  the  beneficent  government 
running  at  full  throttle,  there  was,  nonetheless,  a 
pervasive  unease  among  the  American  people,  per¬ 
haps  compounded  of  a  curious  mixture  of  what 
Schopenhauer  has  termed  the  two  sources  of  un¬ 
happiness;  not  having  what  you  want— and  having 
it!  .  .  .  The  metaphor  of  growth  and  the  idea  of  a 
never-ending  progress  through  applied  science 
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Audience  participation 


University  Marshal  John  S.  Graettinger,  M.D.,  leads  off 
the  processional. 
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Before  and  after  > 


and  technology  had  to  be  seriously  questioned. 

The  questions  took  the  form  of  answers,  such  as 
zero  population  growth  and  the  “no-growth”  so¬ 
ciety.  The  cataclysmic  event  was  the  sudden  reali¬ 
zation  that  our  6  percent  of  the  world’s  population 
was  using  40  percent  of  the  world’s  resources  to 
fuel  our  high-production/high-consumption  econ¬ 
omy,  and  we  are  dependent  on  other  nations  for 
our  major  supplies  of  energy  and  minerals.  .  .  . 

The  optimists  rally  round  two  flags:  1)  self-cor¬ 
recting  market  forces,  and  2)  ultimate  reliance  on 
technological  fixes.  ...  On  we  go  with  endless 
growth  and  progress  through  science  and  tech¬ 
nology. 

The  pessimists  say  that  the  mad  scramble  for 
energy,  food,  and  minerals  to  supply  the  needs  of 
a  tightly-packed,  interdependent,  geometrically  ex¬ 
panding  world  population  will  see  us  teetering  on 
the  brink  of  and  finally  falling  into  a  Malthusian 
hell  of  war,  pestilence,  and  famine— as  civilization 
collapses  of  its  own  weight  on  a  landscape  of 
pollution,  nuclear  and  sulfuric,  starved  bodies,  and 
the  useless  machines  which  have  exhausted  our 
nonrenewable  resources.  .  .  . 

I  am  sure  of  only  one  thing — more  will  not  be 
better.  The  web  of  interdependence  is  tightening. 
We  are  one  world  and  there  will  be  one  future — or 
none— for  us  all. 

I  would  hope  that,  in  the  future,  the  American 
people  will  provide  a  model  of  moral  and  intel¬ 
lectual  suasion  for  an  interdependent  world  of 
nation  states,  based  on  austerity  and  emphasizing 
the  quality,  as  contrasted  with  the  quantity,  of  life. 
This  will  necessitate  marked  change  in  the  life 
styles,  traditions,  and  beliefs  of  all  Americans. 

Why  should  that  be  important  to  you?  If  you  have 
one  or  two  or  three  or  four  major  changes  in  your 
life— for  example,  if  your  spouse  dies  and  you  have 
to  move,  or  if  you  get  fired  from  the  job  and  have 
to  move,  or  if  a  child  is  desperately  ill  and  you’ve 
just  gotten  fired — the  more  you  add  up  those  major 
changes  in  your  life,  the  more  prone  you  are  to 
disease.  Ultimately  it  is  you  who  will  see  the  end 
results  of  turbulence  and  change.  Ultimately  and 
logically  you  should  be  the  ones  to  speak  up  and 
participate  in  the  direction  of  these  changes. 

Central  to  a  new  ethic  of  austerity  is  controlled 
economic  growth  which  conserves  scarce  re¬ 
sources,  reduces  waste,  preserves  the  beauty  of 
our  natural  environment,  provides  more  equitable 
distribution  of  income  and  wealth,  and  emphasizes 
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New  physician  Joseph  Wilhelm 


human  services  of  high  quality — artistic  as  well  as 
health.  It  is  also  necessary  to  control  fertility  rates 
at  the  replacement  level  and  to  achieve  zero  popu¬ 
lation  growth  as  rapidly  as  possible. 

The  World  Health  Organization  defines  health  as 
“a  state  of  complete  physical,  mental  and  social 
well-being  and  not  merely  the  absence  of  disease 
and  infirmity.”  If  “complete  physical,  mental  and 
social  well-being”  is  the  stated  goal  of  a  national 
health  policy,  it  would  be  difficult  to  define  the 
limits  of  responsibility  for  the  health  system  and  to 
set  priorities  rationally  on  the  allocation  of  re¬ 
sources  within  that  system.  However,  it  is  crucial 
that  this  concept  of  health  be  understood  by  all 
Americans  so  that  they  recognize  the  interrelation¬ 
ship  between  health  narrowly  defined  (i.e.,  freedom 
from  such  physical  ailments  as  heart  disease,  can¬ 
cer,  strokes,  ulcers,  infections,  and  schizophrenia) 
and  those  larger  issues  which  affect  health  broadly, 
as  implied  in  the  WHO  definition.  Broadly  defined, 
a  healthy  individual  (and  a  healthy  nation)  is  one 
that  enjoys  a  high  quality  of  life— a  life  aesthetically, 
politically,  economically,  and  psychologically 
pleasing.  An  individual’s  health  is  the  product  of 
his  total  environment,  including  the  atmosphere  in 
which  he  lives,  the  family  in  which  he  grows,  the 
religion  he  adopts,  the  work  he  does,  the  income 
he  receives,  the  genes  he  inherits,  the  recreation 
and  leisure  he  enjoys,  the  housing  in  which  he 
lives,  the  food  he  eats,  the  doctors  and  other  mem¬ 
bers  and  institutions  of  the  caring  professions  he 
consults,  and  the  identification  and  position  he 
receives  in  his  culture  from  others. 

My  first  admonition,  then  is:  Please  do  not  be¬ 
come  idiot  savants,  without  any  moral  or  intel¬ 
lectual  commitment  to  the  whole.  Your  intellectual 
development  has  been  too  good  and  too  expensive 
to  just  expend  it  on  injections  and  hemiatrophies. 
You  have  opportunities  to  grow  and  to  participate 
with  full  civic  responsibility  in  the  life  of  your 
community;  you  have  a  privilege  in  the  community 
that  you  should  not  take  lightly. 

All  individuals  pursue  certain  values  in  their 
lives  which  give  meaning  and  happiness  to  their 
existence— 1)  power  (the  ability  to  affect  events); 
2)  enlightenment  (the  ability  to  satisfy  the  natural 
curiosity  of  human  beings);  3)  wealth;  4)  well¬ 
being,  whether  psychic,  somatic  or  social  health; 
5)  skill  (the  “instinct  of  workmanship”  which  is 
peculiar  to  the  human  condition);  6)  affection;  7) 
rectitude  (a  feeling  of  justice  or  righteousness  and 
morality,  of  fitting  into  the  cultural  mores  of  your 


Edward  McCormick  Blair,  chairman  of  the  Trustees  and 
the  Executive  Board. 
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Scenes  from  a  Commencement 

» 


community  and  your  country  and, finally  8)  defer¬ 
ence  (or  respect). 

The  second  admonition  or  hope,  then,  is  that 
you  will  commit  yourself  to  a  full  knowledge  of  the 
human  condition  and  that  you  will  in  your  rela¬ 
tionship  to  your  patients,  at  least  review  where 
these  eight-values  stand  in  his  or  her  life;  that 
may  give  you  a  much  better  feel  for  what  is  in 
fact  troubling  your  patient  over  the  long  run.  .  .  . 

The  third  admonition  is;  do  not  neglect  your 
responsibility  to  health  education  and  preventive 
measures— your  defeats  will  be  more  frequent  than 
your  triumphs  when  you  try  to  get  the  person  who 
has  been  eating  sweets  all  his  life,  to  stop  it,  or  to 
get  the  280-pound  man  who’s  been  sitting  in  front 
of  the  television  set  for  the  last  15  years,  to  go  out 
and  jog  or  something— but  you  cannot  neglect  this. 
Nor  can  you  neglect  your  responsibility  to  young 
families  and  the  hazards  of  too  many  children,  for 
their  own  sake  and  for  the  nation’s  sake.  .  .  . 

I  would  hope  that  you  would  play  your  full  roles 
as  citizens  and  mind  your  civic  responsibility. 
Know  the  broadest  ramifications  of  public  policy 
in  all  these  areas  that  we  have  mentioned  in  your 
community.  As  you  grow,  you  will  know  more, 
hopefully,  about  the  human  condition  and  have 
more  glorious  moments  in  that  magnificent  unique 
relationship,  when  one  human  being  helps  another. 
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Last  minute  ideas 


Psychiatry  faculty  Stephanie  Cavanaugh,  M.D.,  and  Philip 
Epstein,  M.D. 


John  H.  Knowles  is  President  of  the  Rockefeller 
Foundation.  He  is  also  Professor  of  Medicine  at 
the  New  York  University  Medical  Center  and  a 
member  of  the  Board  of  Consultation  of  Massa¬ 
chusetts  General  Hospital  and  of  the  governing 
bodies  of  Duke,  Washington,  and  Harvard  univer¬ 
sities.  Dr.  Knowles  is  a  Fellow  of  the  American 
Academy  of  Arts  and  Sciences  and  the  American 
Association  for  the  Advancement  of  Science,  and 
a  member  of  the  Institute  of  Medicine  of  the 
National  Academy  of  Sciences.  His  publications 
have  been  especially  concerned  with  the  delivery 
of  health  care  and  the  education  of  health  pro¬ 
fessionals. 

Dr.  Knowles  received  his  A.B.  degree  from 
Harvard  College  in  1947  and  in  1951  graduated 
cum  laude  from  Washington  University  School  of 
Medicine.  From  1951  to  1956  he  was  intern  and 
resident  at  Massachusetts  General  Hospital,  where 
he  later  became  Chief  of  Pulmonary  Medicine. 
Dr.  Knowles  joined  the  Harvard  Medical  School 
faculty  as  a  Teaching  Fellow  and  in  1960  became 
Professor  of  Medicine.  From  1962  to  1972,  he 
served  as  General  Director  of  the  Massachusetts 
General  Hospital.  In  1972  Dr.  Knowles  was  selected 
to  be  the  President  of  the  Rockefeller  Foundation. 
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The  Nature  of  Nursing 


In  a  book  that 'Dr.  Christman  has  referred  to  as  a 
“little  gem,”  Virginia  Henderson  details  her  pro¬ 
fessional  journey  toward  a  definition  of  the  nursing 
function  and  how  her  understandings  affected  her 
ideas  of  nursing  practice,  research  and  education. 
The  Nature  of  Nursing  opens  with  the  statement, 
“It  is  self-evident  that  an  occupation,  and  espe- 
ciaily  a  profession,  whose  services  affect  human 
life  must  define  its  function.”  She  appreciates  the 
need  for  physiologicai  baiance,  and  for  psychoiogi- 
cal  weil-being: 

“[Dr.  Edward  Thorndike’s]  investigations  on  the 
fundamentai  needs  of  man,  inciuding  his  research 
into  how  we  spend  our  money  and  time,  made  me 
realize  that  iliness  was  more  than  a  state  of 
dis-ease  and  a  threat  to  life.  Too  often  it  places  a 
person  in  a  setting  where  shelter  from  the  elements 
is  almost  the  oniy  fundamental  need  that  is  fully 
met.  .  .  .  From  the  time  I  saw  hospitalization  in  this 
light  I  have  questioned  every  routine  nursing  pro¬ 
cedure  or  restriction  that  is  in  conflict  with  the 
individual’s  fundamental  need  for  shelter,  food, 
communication  with  others,  and  the  company  of 
those  he  loves,  for  opportunity  to  win  approval,  to 
dominate  and  be  dominated,  to  learn,  to  work,  to 
play,  and  to  worship.  In  other  words  I  have  since 
conceived  it  to  be  the  aim  of  nursing  to  keep  the 
individual’s  day  as  normal  as  possible.” 

She  quotes  a  statement  for  the  International 
Council  of  Nurses  that  crystallizes  her  definition 
of  nursing:  “The  unique  function  of  the  nurse  is  to 
assist  the  individual,  sick  or  well,  in  the  perform¬ 
ance  of  those  activities  contributing  to  health  or  its 
recovery  (or  to  peaceful  death)  that  he  would  per¬ 
form  unaided  if  he  had  the  necessary  strength,  will 
or  knowledge— and  to  do  this  in  such  a  way  as  to 
help  him  gain  independence  as  rapidly  as  possi¬ 
ble.”  She  goes  on  to  speak  of  the  need  for  the 
nurse  to  be  able  to  make  independent  judgmentson 
basic  nursing  care,  and  to  reach  out  for  an  under¬ 
standing  of  what  the  patient  needs  to  communicate, 
not  only  to  the  nurse  but  to  other  health  profes¬ 
sionals  and  to  his  own  family. 

“Research,”  she  says,  “is  the  most  effective 
method  yet  designed  for  finding  unity,  order,  or 
relationships  so  that  we  can  set  reliable  guides  for 
conduct.  .  .  .  The  difficulty  of  presenting  an  argu¬ 
ment  for  research  by  nurses  lies  in  my  inability  to 
see  any  argument  against  it.”  That  research,  she 
feels,  should  be  directed  toward  the  improvement 
of  nursing  practice. 


She  recommends— in  19661— that  nursing  edu¬ 
cators  also  be  practicing  nurses:  “Only  the  most 
creative  and  imaginative  students  will  learn  howto 
give  patient-centered,  family-centered,  or  compre¬ 
hensive  care  if  they  never  see  it  given  or  participate 
in  it.  I  believe  that  those  educators  who  are  trying 
most  earnestly  and  successfully  to  teach  effective 
nursing  are  themselves  demonstrating  it.”  More¬ 
over,  “if  the  students  profit  by  having  a  liberal 
education  and  a  strong  science  background,  this 
is  equally  true  for  instructors. . . .  the  clinical  faculty 
should  be  expert  in  practice  (as  the  school  defines 
it),  able  to  analyze  and  evaluate  nursing  activity, 
at  ease  in  the  clinical  teaching  situation,  and  able 
to  give  to  students  the  help  they  need  in  acquiring 
clinical  competence.”  And  she  points  out,  “Among 
those  who  may  be  counted  as  teachers  of  clinical 
nursing,  the  patient  has  more  to  contribute  to  the 
nurse’s  education  than  anyone  else  if  she  can 
learn  to  let  him  show  her  what  he  needs.” 

“The  essence  of  good  teaching,”  she  states,  “is 
the  development  of  inquiring  minds  and  the  ability 
to  use  problem-solving  techniques,”  and  she  de¬ 
tails  a  wide  variety  of  curricular  techniques  and 
resources.  “The  ultimate  measure  of  success  in  a 
curriculum  ...  is  the  student’s  ability  to  help  the 
patient  with  his  daily  regimen  and  to  help  him 
carry  out  the  physician’s  therapeutic  plan.” 

In  summary,  she  says: 

“Many  of  us  believe  that  medical  care  will  never 
reach  its  fullest  development  until  a  peer  relation¬ 
ship  is  established  among  those  in  the  health  pro¬ 
fessions.  In  order  to  accomplish  optimum  coopera¬ 
tion,  these  professions  must  speak  a  common 
language  (this  does  not  mean  jargon).  A  common 
background  for  the  students  is  one  means  of 
achieving  this  mutual  understanding,  and  a  com¬ 
mon  core  of  professional  knowledge  is  another. 
Prospective  students  of  medicine^  nursing,  social 
work,  and  clinical  psychology  would  profit,  for 
example,  by  studying  the  same  physical,  biological 
and  social  sciences.  Later,  in  their  respective  pro¬ 
fessional  programs,  a  core  content  could  be  identi¬ 
fied  that  they  would  study  together.  Having  known 
each  other  and  worked  together  in  undergraduate 
and  graduate  courses,  they  would  find  it  a  natural 
process  as  practitioners  to  confer  on  patient  care. 
The  final  test  of  each  health  worker  is  how  effec¬ 
tively  he  or  she  can  work  with  other  health  and 
welfare  workers  in  the  community  who  serve  the 
patient  and  his  family.”  □ 


10 


Ms.  Henderson 


Virginia  Henderson  is  Senior  Research  Associate 
Emeritus  of  the  School  of  Nursing  at  Yale  Univer¬ 
sity.  She  received  the  1974  American  Nurses 
Association  av\/ard  for  distinguished  and  exemplary 
service,  nursing  leadership  and  social  conscious¬ 
ness  in  furthering  the  cause  of  nursing  and  allied 
health. 

Miss  Henderson  received  her  diploma  from  the 
Army  School  of  Nursing  in  Washington,  D.C.,  and 
the  B.S.  degree  from  Columbia  University  in  1932. 
From  1932  to  1934  she  pursued  graduate  studies 
as  a  Rockefeller  Fellow,  and  in  1934  received  the 
M.A.  degree  from  Columbia  University. 

During  her  years  as  a  member  of  the  faculties 
of  the  University  of  Rochester,  Columbia  Univer¬ 
sity,  and  Yale  University,  Miss  Henderson  con¬ 
tributed  numerous  articles  and  books  to  the  nurs¬ 
ing  literature.  Her  work  has  been  published  in 
nineteen  languages. 


Jean  Crocco,  a  member  of  the  first  baccalaureate  class 
of  Rush  College  of  Nursing,  at  open  house. 


Dean  Christman  explains  the  inner  workings  of  the  Col¬ 
lege  to  Ms.  Henderson. 
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The  Graduates 


BACHELOR  OF  SCIENCE 
Major  in  Nursing 

Carol  Sue  Carline,  University  of  Michigan, 

A. B.,1969 

Rebecca  Irene  Carlson 
Mary  Ann  Chaffin 

Felicia  Chwasz,  University  of  Illinois  at  Chicago 
Circle,  B.S.,  1973 

Jean  Louise  Crocco 

Mary  Lu  Donovan,  Loyola  University,  B.S.,  1973 

Cathy  Susan  Doren 

Ronald  John  Frank,  Carthage  College,  A.B.,  1973 
Karen  Marie  Godier,  Millikin  University,  B.A.,  1973 

Patricia  Marie  Grisco 
Susan  Lynn  Groenwald 
Roberta  Jean  Grosser 

Nancy  Bea  Hawkins,  Colorado  State  University, 

B. A.,  1972 

Holly  Joan  Himber 

Eileen  Marilyn  Jackson,  Mundelein  College, 

B.A.,  1973 

Thomas  John  Kraus 

Linda  Louise  Lukasek,  University  of  Chicago, 

B.A.,  1973 

Barbara  Randolph  McKissic,  Evansville  College, 
B.A.,  1967 

Cynthia  Alison  Myers 

Rae  Mae  Nuppenau,  Lindenwood  College, 

B.A.,  1971 

Bonnie  Perkins 

Donna  May  Rane,  Mundelein  College,  B.A.,  1964 

Elizabeth  Kimball  Todd  Rende 

Christine  Mary  Reuland,  University  of  Illinois  at 

Chicago  Circle,  B.A.,  1973 

Laura  Nicholson  Richardson,  Northwestern 

University,  B.Mus.,  1946;  Southern  Colorado  State 

College,  B.A.,  1967 

Stacey  Ann  Howard  Robinson 

Irene  Shymaniv,  University  of  Illinois  at  Chicago 

Circle,  B.S.,  1973 

M.  Susan  White 

Janis  Lee  Zadel,  University  of  Chicago,  B.A.,  1970 


Major  in 

Medical  Technology 

James  Vincent  Boarini,  University  of  Illinois  at 
Chicago  Circle,  B.S.,  1972 

Linda  Ann  DeMatteo 
Linda  Lee  Fenrich 


Virginia  Lu  Nawrocki 
Donnalyn  Marks  Quint 
Wilma  Louise  Sanchez 

MASTER  OF  SCIENCE 
Major  in  Nursing 
Class  of  1974 

Gail  Frederick  DuVall,  Wayne  State  University, 
B.S.N.,1973 

Karen  Elaine  Eckstein,  University  of  Illinois, 

B.S.N.,  1968 

Kathleen  Marie  Perry,  DePaul  University,  B.S.,  1971 
Nancy  Guardino  Safer,  University  of  Pennsylvania, 
B.S.N.,1968 

DOCTOR  OF  MEDICINE 

James  Bob  Achebe,  Montana  State  University,  B.S., 
1967;  Illinois  Institute  of  Technology,  M.S.,  1969 
George  David  Benton,  University  of  Maryland,  B.A., 
1967;  Northeastern  Illinois  University,  M.S.,  1972 
Joseph  Philiip  Bernardini,  Villanova  University, 
B.S.,1968 

Stephen  Robert  Bickel,  Brown  University, 

B.A.,1971 

Richard  Henry  Bien,  State  University  of  New  York 

at  Stony  Brook,  B.A.,  1971 

Thomas  William  Broderick,  Allegheny  College, 

B.S.,  1971 

Robert  Bruce  Cairns,  University  of  Minnesota, 
B.Geol.,  1965 

Jacques  Michael  Calma,  Stanford  University,  A.B., 
1964;  Washington  University,  A.M.,  1967 
Nell  Stephen  Caiman,  University  of  Chicaoo,  B.A., 
1971 ;  Rutgers  Medical  School,  M.M.S.,  1973 
William  Peter  Carlson,  University  of  Rochester, 
B.A.,1971 

Weitung  Alfred  Chao,  University  of  Minnesota, 

B.A.,  1968 

J.  Karen  Clark,  University  of  Illinois  at  Chicago 
Circle,  B.S.,  1971 

Robert  Lee  Cohen,  Princeton  University,  A.B., 

1971 ;  Rutgers  Medical  School,  M.M.S.,  1973 
Ronald  Eugene  Davis,  University  of  California, 
B.S.,1971 

Dino  Sandro  Delicata,  Boston  University,  B.A.,  1972 
Robert  North  Dunn,  Knox  College 
William  David  Dwyer,  Indiana  University,  A.B.,  1971 
Martin  Frederick  Faber,  North  Central  College, 

B.A.,  1972 
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Christopher  Goetz,  M.D. 


^  W  -1  V 

Donna  Pratt,  M.D. 


Maynard  Lloyd  Freeman,  University  of  Illinois, 

B.S.,  1972 

Glen  Owens  Gabbard,  Eastern  Illinois  University, 
B.S.,  1972 

Steven  Gitelis,  University  of  Illinois,  B.S.,  1974 
Beverly  Corinne  Glas,  Hope  College,  A.B.,  1970 
Robert  Klinger  Gleeson,  Claremont  Men’s  College, 
B.A.,  1971 ;  University  of  South  Dakota,  B.S.M.,  1973 
Christopher  Graves  Goetz,  University  of 
Pennsylvania,  B.A.,  1970 
Henry  Michael  Gold,  Columbia  University, 

A. B.,  1969 

Michael  Gary  Gold,  University  of  California- 
Los  Angeles,  B.A.,  1971 

Joshua  Williams  Goldman,  University  of  Illinois, 

B. S.,  1971 

Mark  Nell  Goren,  Indiana  University,  B.S.,  1971 
William  Frederick  Graettinger,  Occidental  College, 
B.S.,  1972 

Eugenie  George  Haley,  Sarah  Lawrence  College, 
B.A.,  1965 

J.  Brian  Hancock,  Northwestern  University 
Daniel  James  Hennessy,  University  of  Illinois,  B.S., 
1963;  University  of  Illinois,  D.V.M.,  1967 
Jeanne  Therese  Hubbuch,  Loyola  University, 

B.S.,  1970 

Stephen  Robert  Humowiecki,  St.  Mary  of  the  Lake 
Seminary,  B.A.,  1965 

Michael  Leo  Hundert,  Washington  University, 

B.A.,  1971 

Paula  KeinbergerJaudes,  Creighton  University, 
B.S.,  1968;  University  of  California-Berkeley, 

M.A.,  1971 

Jeffrey  Ronald  Kanofsky,  Illinois  Institute  of 
Technology,  B.S.,  1968,  M.S.,  1970,  Ph.D.,  1972 
Lloyd  Howard  Kasper,  University  of  Illinois,  A.B., 
1970,  B.S.,  1970 

Donald  Lee  Kettwich,  University  of  Illinois, 

B.S.,  1972 

Jeffrey  Charles  King,  University  of  Notre  Dame, 

A. B.,  1971 

John  Allen  Kowalski,  University  of  Illinois  at 
Chicago  Circle,  B.S.,  1971 

Jeffrey  Kramer,  University  of  Illinois,  B.S.,  1971 

Lawrence  Frank  Layfer,  University  of  Iowa 

Daniel  Levitan,  Northwestern  University,  B.A.,  1972 

Leonard  Levitt,  Illinois  Institute  of  Technology, 

B. S.,  1968 

Richard  Earl  Melcher,  University  of  Illinois, 

B.S.,  1971 
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Kenneth  Alan  Miller,  Rutgers  Medical  School, 
M.M.S.,  1973 

Sandra  Miller,  University  of  Illinois,  A.B.,  1971 
David  Frederick  Morgan,  Stanford  University, 

A. B.,1971 

Deborah  Louise  Morton,  North  Park  College, 

B. A.,  1971 

Mark  Albert  Moyer,  University  of  Illinois,  A.B.,  1970 
Gary  Jay  Novetsky,  University  of  Illinois  at 
Chicago  Circle,  B.S.,  1971 
Robert  Joseph  Oik,  Johns  Hopkins  University, 

B.A.,  M.LA.,  1970 

Seymour  Harold  Perlstein,  Roosevelt  University, 
B.S.,  1966;  University  of  Chicago,  M.S.,  1968, 
Ph.D.,1972 

Stephen  Jan  Playe,  Amherst  College,  B.A.,  1971 
Donna  Elise  Pratt,  Hampton  Institute,  B.A.,  1971 
John  Austin  Rankin,  Lake  Forest  College, 

B.A.,  1971 

Kim  Gage  Rothermel,  Muskingum  College, 

B.S.,  1971 

Steven  Jay  Rottman,  University  of  Wisconsin, 

B.S.,  1971 

David  Bernard  Rubin,  University  of  Illinois, 
B.S.,1971 

Harold  Alexander  Sand,  University  of  Bridgeport, 
B.A.,  1971 

Anthony  William  Savino,  John  Carroll  University, 
B.S.,  1970 

Bruce  Franklin  Schilt,  De  Pauw  University, 

B.A.,  1974 


Maurice  Scott,  III,  University  of  Missouri  at  Rolla, 
B.A.,  1970 

Kenneth  Stuart  Shapiro,  State  University  of 
New  York  at  Stony  Brook,  B.A.,  1969 
Charles  Milton  Sheaff,  University  of  Illinois, 
B.S.E.E.,1970,  Ph.D.,1975 
Steven  E.  Sicher,  Harvard  College,  A.B.,  1971 
George  Robert  Stanis,  University  of  Notre  Dame, 

A. B.,1971 

Robert  Douglas  Stewart,  University  of  Illinois, 

B. S.,  1972 

Thomas  Bodley  Stibolt,  Jr.,  Stanford  University, 
B.S.E.E.,1971 

Barrett  Sugarman,  University  of  Illinois,  B.S.,  1972 
Robert  Marshall  Tartell,  Cornell  University, 

A. B.,1971 

Lisa  Catherine  Taylor,  McGill  University,  B.S.,  1969 
Patrick  Alan  Turski,  University  of  Illinois,  B.S.,  1971 
Theodore  Irving  Tyberg,  The  City  College  of 
New  York,  B.S.,1968 

Paul  Van  Pernis,  Hope  College,  A.B.,  1970 
Paul  Herbert  Werner,  Southern  Illinois  University, 

B. A.,  1973 

Ruth  Susan  Westheimer,  Reed  College,  B.A.,  1962; 
University  of  California-Berkeley,  M.A.,  1966 
Joseph  Lee  Wilhelm,  University  of  Illinois, 
B.S.Ch.E.,  1972 

Wayne  Henry  Wirtz,  University  of  North  Dakota, 
B.S.,  B.S.Ed.,  1976;  University  of  North  Dakota 
School  of  Medicine,  B.S.M.,  1973* 

David  Alan  Ziegler,  University  of  Texas,  B.S.,  1963 


Susan  White,  B.S. 


Neil  Caiman,  M.D. 
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The  Way  It  Should  Be: 

The  Nurse  as  Applied  Scientist 


by  A.  R.  Grant 


In  1973  Kathleen  Perry,  R.N.,  decided  she  wanted 
to  know  all  about  nursing  the  chronically  ill.  She 
enrolled  in  the  new  Master’s  program  in  nursing 
at  Rush-Presbyterian-St.  Luke’s  Medical  Center, 
and  today  she  says,  “I  know  now  that  I’ll  never 
know  all  there  is  to  know.  But  I  have  a  much 
better  understanding  of  what  nursing  is.” 

Although  Rush  didn’t  teach  her  “all  there  is  to 
know,”  Kathy  is  excited  about  the  Master’s  pro¬ 


gram,  about  her  own  evolving  role  as  a  clinical 
specialist  with  the  Visiting  Nurse  Association,  and 
about  the  new  professionalism  of  nurses. 

“Unknowns  always  used  to  scare  me.  Now  I 
know  some  things  don’t  have  answers.  When  I 
was  at  Rush,  I  sometimes  wished  someone  would 
say,  ‘This  is  it.’  They  never  did.  Now  I’m  glad, 
because  I  learned  to  think  for  myself.  I  have  more 
confidence  with  patients — enough  confidence  that 
I  can  listen  now,  I  don’t  have  to  talk.” 

Kathy  completed  the  requirements  for  the 
M.S.N.  in  August  1974,  and  will  receive  one  of  the 
first  four  master’s  degrees  to  be  awarded  by  Rush 


Kathleen  Perry,  R.N.,  clinical  specialist  with  the  Visiting  the  first  M.S.N.  degrees  awarded  by  Rush,  teaches 

Nurse  Association  in  Chicago  and  candidate  for  one  of  patients  to  care  for  themselves  at  home. 
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College  of  Nursing  and  Allied  Health  Sciences  in 
June,  1975.  The  program  centers  on  nursing  as 
an  applied  science  which  considers  the  whole 
life  cycle  of  man  and  the  systems  interacting  in 
the  environment  of  man.  Looking  at  the  whole  of 
life  is  especially  important  for  the  nurse,  accord¬ 
ing  to  Kathy.  “Every  nurse  has  to  ask,  ‘How  is 
this  physical  problem  affecting  the  patient’s  life?’  ’’ 

The  answers  may  seem  to  be  clearer  for  Kathy, 
who  sees  patients  each  day  in  their  homes,  than 
for  her  fellow  master’s  candidate  Nancy  Safer, 
working  as  a  clinical  specialist  in  the  apparently 
more  traditional  setting  of  a  medical  floor  at 
Presbyterian-St.  Luke’s  Hospital.  Yet  Nancy  also 
reflects  concern  for  improving  the  quality  of  pa¬ 
tient  care  “from  admission  even  beyond  dis¬ 
charge.’’ 

“I  keep  in  touch  through  the  physician  and 
directly  with  the  patient.  Nurses  too  often  feel 
guilty  about  leaving  the  unit.  They  shouldn’t.  It’s 
our  responsibility  to  check  on  the  well-being  of 
our  patients.” 

The  patients  themselves  notice  a  difference. 
From  their  previous  experience,  “they’ve  learned 
not  to  expect  such  personal  nursing  care.  They’re 
pleased,  but  surprised,”  Nancy  says.  Kathy  feels 
that  the  patient  must  be  part  of  the  decision¬ 
making  process.  “Of  course,  it’s  a  little  different 
working  in  the  community.  They  don’t  have  to 
open  that  door  to  you.  I  do  a  lot  of  patient  teach¬ 
ing,  and  the  whole  family  becomes  involved. 
That’s  the  way  it  should  be.” 

Both  Nancy  and  Kathy  came  to  Rush  after  sev¬ 
eral  years  of  experience  as  nurses.  They  agree 
that  a  graduate  program  in  nursing  demands  self- 
direction.  Lucille  Davis,  R.N.,  Ph.D.,  assistant  dean 
for  graduate  programs  and  associate  professor  of 
nursing,  explains  that  while  there  must  be  a 
common  base  in  both  biological  and  behavioral 
science  if  there  is  to  be  genuine  professional 
competence,  “The  students  must  build  on  their 
own  unique  interests.  They  must  work  interde- 
pendently  with  other  health  professionals,  and 
independently  to  identify  problems  whose  solu¬ 
tions  will  improve  patient  care.  We  have  to  pro¬ 
vide  a  new  kind  of  preparation,  because  today 
demands  a  new  kind  of  nursing  practice.” 

Kathy  Perry,  who  had  worked  with  clinical 
specialists  whom  she  respected  at  the  Rehabili¬ 
tation  Institute  of  Chicago  before  moving  to  the 
Visiting  Nurse  Association,  found  her  experience 
“in  the  real  world”  was  valuable  when  she  re¬ 
turned  to  classes  at  Rush.  “I  was  able  to  say  to 
an  instructor,  ‘But  at  38th  and  Ellis,  it  doesn’t 


necessarily  work  like  that.’  ”  But,  she  says,  “I  was 
pretty  narrow  until  I  went  into  graduate  school.” 
The  independent  study  and  research  that  the 
Rush  program  demands  have  broadened  her  hori¬ 
zons.  “I’m  more  comfortable  now.  I  know  that 
there  are  lots  of  resources,  people  and  books, 
that  can  help  once  you  identify  the  problem.” 

Nancy  Safer,  who  had  been  in  staff  nursing 
education,  now  finds  herself,  as  a  practitioner- 
teacher  on  the  faculty  at  Rush  College  of  Nursing 
as  well  as  a  staff  nurse  at  Presbyterian-St.  Luke’s, 
teaching  in  more  subtle  ways.  “I  feel  free  to  ask 
questions  of  the  doctors  and  give  opinions.  The 
other  day  I  was  discussing  a  patient  with  his 
doctor,  who  invited  me  to  take  a  look  at  the  X-rays. 
For  me— and  for  some  of  the  other  nurses  on  the 
unit,  who  were  amazed— this  symbolized  the  new 
kind  of  professional  interrelationships  that  day  by 
day,  small  step  by  small  step,  are  helping  us  to 
improve  the  overall  quality  of  patient  care.” 

All  four  of  the  first  M.S.N.  students  at  Rush 
College  of  Nursing  and  Allied  Health  Sciences  are 
now  at  work  as  clinical  specialists.  Karen  Eckstein 
is  pioneering  in  that  role  in  a  small  community 
hospital;  Gail  F.  DuVall  is  working  as  a  psychiatric 
specialist  at  a  Veterans  Administration  Hospital  in 
Palo  Alto,  California.  Nancy  and  Kathy  both  spend 
about  half  their  time  actually  caring  for  patients, 
and  the  other  half  serving  as  consultant  and 
teacher,  Nancy  for  the  students  at  Rush  College  of 
Nursing  and  Allied  Health  Sciences,  Kathy  for  her 
colleagues  in  the  Visiting  Nurse  Association,  both 
informally  and  through  formal  in-service  training 
sessions  for  continuing  education  credit. 

The  second  class  of  Master’s  candidates  is  now 
at  Rush,  and  there  are  43  of  them.  Dr.  Davis  agrees 
that  maintaining  the  relatively  unstructured  yet 
highly  demanding  program  so  much  appreciated 
by  Nancy  and  Kathy  may  be  more  of  a  problem  as 
enrollment  increases.  But  she  insists  that  nursing 
specialists  must  be  able  to  use  what  they  know 
already  as  the  focus  for  still  broader  and  deeper 
understanding  of  what  contemporary  biological 
and  behavioral  sciences  have  to  offer  to  patient 
care.  “If  we  are  to  improve  patient  care,  nurses 
must  be  able  to  recognize  problems  emerging 
from  what  they  do  clinically,  structure  research 
appropriately,  and  evolve  new  standards  of  clinical 
practice.  They  must  learn  to  recognize  these  prob¬ 
lems  promptly  and  be  able  to  reason  from  similari¬ 
ties  with  problems  in  other  fields  in  order  to  find 
effective  solutions.  Today’s  nurse  must  be  an 
applied  scientist.  That’s  the  only  kind  of  graduate 
we  want  to  produce.”  □ 
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Clinical  Assessment  of  Suicidal  Risk 


by  Jan  Fawcett,  M.D. 

Suicide  is  a  touchy  subject.  People  don’t  like  to 
talk  about  it  or  acknowledge  its  existence.  On  the 
other  hand,  each  of  us  who  has  chosen  a  career 
in  medicine  has  an  obligation  to  save  lives  and 
relieve  suffering.  Prevention  of  suicide  is  a  way 
to  save  lives  in  significant  numbers. 

It  is  estimated  that  a  physician  in  practice  will 
lose  about  12  patients  to  suicide  during  his  pro¬ 
fessional  career.  We  know  from  statistics  that  we 
lose  20,000  to  25,000  persons  a  year  in  this  country 
to  suicide.  These  are  the  officially  recorded  sui¬ 
cides.  Various  studies  done  in  coroners’  offices 
suggest  that  the  actual  number  is  much  higher. 
Some  coroners  will  not  record  a  death  as  suicide 
unless  an  empty  bottle  known  to  have  contained 
barbiturate  is  found  next  to  the  victim’s  bed, 
along  with  a  suicidal  note.  We  may  actually  be 
losing  two  or  three  times  the  estimated  number 
to  overt,  volitional  suicide,  not  to  mention  sub- 
intentional  suicide,  one-car  accidents  without 
skid  marks,  or  traffic  accidents  involving  intoxi¬ 
cated  drivers. 

Not  much  has  been  said  about  how  to  recog¬ 
nize  suicidal  risk  and  what  to  do  about  it.  The 
evidence  is  that  many  people  would  like  to  ignore 
the  problem  because  it  leads  to  anxiety.  Like  it 
or  not,  physicians  are  perhaps  in  the  prime  place 
to  recognize  impending  suicide.  It  is  estimated 
that  40%  to  75%  of  persons  who  commit  suicide 
see  a  physician  within  the  three  to  six  months 
before  death.  By  extrapolation,  we  can  say  that 
16%  see  a  physician  during  the  week  before 
death. 

How  does  one  recognize  the  risk  of  suicide? 
Let  me  say  at  the  beginning  that  none  of  us 
knows  how  to  do  this  well.  No  one  can  say  with 
certainty  that  he  can  recognize  a  suicidal  patient 
and  prevent  the  act.  We  are  dealing  here  with  a 
statistically  infrequent  act,  and  success  in  pre¬ 
vention  is  hard  to  demonstrate.  In  other  words, 
while  losing  a  patient  to  suicide  is  evidence  that 
a  serious  risk  existed,  a  patient  who  does  not 
commit  suicide  could  be  said  not  to  have  been 
suicidal  in  the  first  place. 

The  Presuicidal  State 

How  then  does  one  recognize  the  presuicidal 
state?  It  is  important  to  recognize  that  suicide 
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rarely  is  a  rational  act.  Retrospective  studies 
show  that  about  70%  of  persons  who  commit 
suicide  were  given  a  diagnosis  of  schizophrenia, 
alcoholism,  or  depressive  syndrome,  and  99% 
can  be  given  a  definite  psychiatric  diagnosis 
based  on  a  reconstructed  history.  These  studies 
suggest  that  the  overwhelming  majority  of  those 
who  commit  suicide  are  clinically  ill.  In  studies 
showing  that  many  persons  who  committed  sui¬ 
cide  saw  a  physician  shortly  before  death,  the 
histories  of  these  patients  could  often  be  recon¬ 
structed  as  histories  of  depressive  illness. 

In  these  days  when  patient’s  rights  are  much 
discussed,  the  question  of  whether  a  person  has  a 
right  to  decide  to  die  by  his  own  hand  is  often 
raised.  When  patients  ask  me  why  they  don’t  have 
a  right  to  commit  suicide  if  they  want  to,  I  tell 
them  they  can  do  it  when  they  are  no  longer 
depressed.  They  won’t  do  it  then,  because  suicide 
is  an  act  that  stems  from  some  type  of  depression. 

So  the  first  step  in  recognizing  suicidal  risk  is 
recognition  of  depression,  which  may  be  a  full¬ 
blown  depressive  syndrome,  a  depression  related 
to  illness,  a  reactive  depression,  or  a  depression 
secondary  to  a  syndrome  such  as  alcoholism  or 
schizophrenia.  One  of  the  problems  is  that  many 
severely  depressed  patients  are  unaware  that 
they  are  depressed.  They  do  not  present  with 
depressed  mood.  They  present  with  anxiety  as  a 
symptom  of  a  depressive  syndrome. 
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In  one  survey,  physicians  were  asked  whether 
they  recognized  depression  in  their  patients  who 
subsequently  committed  suicide  with  overdoses 
of  prescription  drugs.  The  results  showed  that  the 
physicians  did  recognize  the  presence  of  depres¬ 
sion  when  they  prescribed  barbiturates  or  other 
sleeping  pills  to  these  patients  but  felt  that  the 
patients  were  not  ill  because  there  was  a  definite 
reason  for  depression.  In  other  words,  who 
wouldn’t  be  depressed  by  a  divorce?  How  then 
does  one  treat  a  condition  that  is  a  logical 
response  to  a  difficult  life  situation?  The  fact  is 
that  depression  is  an  illness  and  can  be  treated 
even  though  the  precipitant  is  obvious  and  under¬ 
standable. 

Once  we  have  recognized  the  presence  of  de¬ 
pression  in  one  of  its  various  forms,  how  then  can 
we  decide  whether  a  particular  depressed  patient 
will  or  will  not  come  back  once  he  leaves  the 
office?  Most  of  the  studies  on  suicide  are  based 
on  suicidal  gestures,  meaning  behavior  symbolic 
of  suicide  but  not  necessarily  expressing  a  true 
wish  to  die.  A  different  group  are  those  persons 
who  commit  or  attempt  suicide  by  means  which 
are  “highly  lethal,’’  such  as  jumping  off  a  buiid- 
ing,  hanging,  or  shooting.  About  15%  of  the 
persons  who  died  of  suicide  in  Chicago  in  1969 
died  of  overdoses.  The  patients  making  symbolic 
gestures  should  not  be  ignored,  obviously,  be¬ 
cause  there  is  a  gray  area  of  risk,  but  the  high- 
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risk  patient— the  one  who  might  not  come  back— 
is  the  one  we  are  most  concerned  with  identifying. 

Chronic  Presuicidal  Factors 

I  find  it  useful  to  distinguish  between  chronic  high 
suicidal  risk  and  acute  suicidal  risk.  After  all,  we 
entertain  the  possibility  of  suicide  in  a  patient  oniy 
by  determining  that  he  might  be  a  suicidal  risk  if 
he  is  depressed.  What  are  the  chronic  presuicidal 
factors  we  can  identify?  A  useful  exercise  in  this 
regard  is  to  think  about  one’s  friends  and  try  to 
identify  those  who  would  be  high  suicidal  risks  if 
they  had  a  severe  depression. 

Is  there  a  history  of  suicidal  behavior?  If  so, 
was  suicide  attempted  using  a  method  that  usually 
is  fatal?  A  patient  caught  climbing  out  of  a 
second-floor  window  of  a  hospital  after  under¬ 
going  transurethral  resection  was  somewhat  of  a 
laughingstock  until  two  years  later  when  he  shot 
himself  in  the  head  and  died.  His  history  was  an 
indicator  that  this  man  was  capabie  of  a  lethal 
suicidal  attempt.  A  history  of  suicide  in  the  family 
is  also  important. 

Another  important  chronic  high-risk  factor  is 
related  to  what  I  call  interpersonal  coping  ca¬ 
pacity.  This  is  the  ability  of  a  person  to  get  help 
from  other  people  when  he  needs  it.  In  this  so¬ 
ciety  we  admire  independence  and  toughness, 
and  sometimes  people  grow  up  being  unable  to 
ask  for  help.  They  become  the  strong  silent  type. 
It  is  such  a  person  who,  if  depressed,  might 
quietly  go  off  somewhere  and  shoot  himself.  He 
won’t  go  to  a  friend  and  say,  “I  am  in  trouble,  I 
would  like  to  talk.”  He  is  also  the  kind  of  patient 
who  doesn’t  bother  you  with  cails,  who  stoicaiiy 
endures  pain,  who  retreats  into  the  background 
when  he  is  really  in  trouble.  The  only  thing  that 
may  keep  him  alive  during  a  severe  depression  is 
a  close  attachment  to  another  person.  If  he  has  a 
close  relationship  with  his  wife,  a  child,  or  some¬ 
one  else,  he  may  stay  alive  just  for  that  person. 
If  he  is  isolated  and  does  not  have  such  a  rela¬ 
tionship,  he  may  not  survive  a  depression. 

Paranoid  features  ranging  from  suspiciousness 
to  deiusional  thinking  are  another  high-risk  factor 
in  terms  of  suicide.  I  guess  in  our  society  we  may 
all  become  a  little  paranoid,  but  beyond  this  norm 
there  is  an  increased  risk  of  suicide.  So  if  a  pa¬ 
tient  known  to  be  a  little  suspicious  presents  with 
a  depression,  watch  him. 

A  history  of  mental  regression,  allowing  a  per¬ 
son  to  act  on  himseif  as  an  object,  also  increases 
the  risk  of  suicide.  This  might  take  the  form  of 


18 


psychosis  or  a  hysterical  dissociation  or  the  use 
of  drugs  such  as  alcohol,  barbiturates,  or  hallu¬ 
cinogens.  Drugs  can  overcome  the  tremendous 
fear  of  death  that  exists  in  each  of  us  and  can 
allow  a  person  moderately  to  severely  depressed 
to  commit  suicide.  About  40%  of  suicides  are  in 
some  way  connected  with  the  use  of  alcohol.  So  a 
patient  who  drinks  fairly  heavily  and  shows  up  with 
a  depression  is  in  the  high-risk  group.  Defining 
him  as  high-risk  does  not  mean  that  we  know 
when  the  risk  is  critical. 

Acute  Presuicidal  Factors 

Having  defined  the  chronic  group,  what  about 
acute  risk?  How  do  we  know  when  a  person  is  on 
the  verge  of  suicide,  given  the  fact  that  he  is  a 
chronic  high  risk  and  has  a  clinical  depression? 
What  are  the  acute  factors,  and  how  does  one  de¬ 
termine  them?  The  first  way  is  to  ask  the  patient 
about  suicide.  The  idea  that  this  will  make  him 
commit  the  act  is  a  myth.  If  a  person  wants  to 
commit  suicide,  he  doesn’t  need  your  suggestion 
to  think  of  ways  of  doing  it.  He  is  not  going  to  be 
influenced  by  being  asked  about  suicide. 

If  the  patient’s  answer  indicates  that  he  is  think¬ 
ing  of  suicide  in  vague  terms,  or  wishes  not  to  be 
around,  or  wishes  to  disappear,  the  risk  may  be 
subacute  rather  than  acute,  providing  that  other 
factors  are  not  alarming.  However,  if  he  has  a 
highly  specific  fantasy  of  what  he  would  like  to  do, 
and  if  part  of  that  fantasy  is  what  you  recognize  as 
a  “highly  lethal”  method,  you  may  be  dealing  with 
an  acute  high  risk. 

Obviously  a  question  as  to  whether  a  patient 
has  thought  of  suicide  is  not  something  you  would 
ask  without  first  recognizing  the  presence  of  de¬ 
pression  and  of  a  feeling  of  hopelessness. 

What  are  some  of  the  types  of  behavior  that 
one  sees  before  a  suicide?  The  most  important  is 
a  sudden  worsening  of  depression.  In  cases  of 
high  risk  that  I  have  reviewed,  two  thirds  of  the 
patients  suddenly  got  worse  for  no  explainable 
reason — more  agitated,  more  depressed.  These 
are  people  whose  defenses  are  shattered  and  in 
whom  anxiety  is  so  great  that  they  will  die  just 
to  escape  the  pain.  The  fact  that  this  pain  exists 
is  illustrated  by  metabolic  studies  showing  excre¬ 
tion  of  Cushingoid  levels  of  17-hydroxycorticoste- 
roids.  In  some  instances  an  attempt  at  suicide 
might  even  be  predictable  in  terms  of  massive 
elevation  of  these  substances  in  urine  and  blood. 
Whether  this  in  fact  is  of  diagnostic  value  is  still 
an  open  question,  but  the  finding  certainly  reflects 
the  psychic  pain  of  the  patients.  Another  third  of 


patients  who  show  a  behavioral  change  prior  to 
suicide  manifest  an  abrupt,  falsely  reassuring  im¬ 
provement  of  their  depression. 

Another  behavior  pattern  seen  before  suicide  is 
help  negation.  Patients  withdraw  from  sources  of 
help.  “Thank  you,  doctor.  You  have  done  all  you 
can.”  Rejection  of  help  is  sometimes  not  polite 
but  angry.  The  patient  may  call  the  doctor  a  fraud 
and  walk  out.  The  physician  sometimes  feels  relief 
to  see  these  patients  go  because  they  are  difficult 
to  manage,  but  he  should  resist  the  temptation  to 
let  them  go  so  easily. 

Among  other  presuicidal  features  to  look  for  is 
hopelessness.  If  a  patient  cannot  discuss  the  fu¬ 
ture  meaningfully  and  shows  a  tremendous  in¬ 
crease  in  depression  when  you  try  to  talk  about  it 
with  him,  you  can  sometimes  discern  a  delusion 
of  hopelessness. 

The  situations  in  which  suicide  is  especially 
likely  are  also  important  to  keep  in  mind.  One  of 
these  acute  situational  factors  is  physical  illness, 
either  perceived  or  real.  Many  patients  who  com¬ 
mit  suicide  do  so  in  a  state  of  delusion  that  they 
have  cancer  or  other  fatal  disease  or  preoccupa¬ 
tion  with  a  particular  test  or  illness.  Other  patients 
fear  failure  when  they  try  to  go  back  to  work  after 
being  ill  and  decide  that  they  just  can’t  make  it. 

Pushing  a  patient  too  hard  can  lead  to  suicide. 
A  very  common  acute  situational  factor  is  the  an¬ 
ticipated  or  actual  loss  of  a  valued  relationship. 

Preventive  Measures 

In  reaching  a  decision  that  a  patient  is  suicidal, 
obviously  one  has  to  use  some  external  guidelines 
such  as  those  described.  The  diagnosis  is  cer¬ 
tainly  not  one  that  the  family  wants  to  hear.  There 
is  no  way  to  be  100%  sure  about  it,  but  when  it 
has  been  made  you  should  take  the  position  with 
the  patient  and  family  that  certain  measures  must 
be  taken.  Suicide  should  be  explained  as  a  mani¬ 
festation  of  depression  which  can  be  successfully 
treated.  The  family  should  be  instructed  to  remove 
all  weapons  and  all  lethal  means  from  the  home, 
including  barbiturates.  They  should  be  told  not  to 
leave  the  patient  alone  at  any  time.  Suicide  is  an 
act  committed  in  solitude.  In  a  crisis  situation, 
pending  consultation  or  hospitalization,  high  doses 
of  sedative  phenothiazine-derivative  tranquilizers 
can  be  given.  This  will  interfere  with  the  transla¬ 
tion  of  a  wish  to  die  into  the  act  of  suicide.  Every¬ 
one  concerned  in  a  suicidal  crisis  needs  definite 
guidelines,  sensitively  applied,  to  contain  the  anx¬ 
iety  which  decreases  their  capacity  to  cope  effec¬ 
tively  with  the  situation.  □ 
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Educational  Resources 


As  the  skeletal  structure  of  the  new  Rush  aca¬ 
demic  facility  takes  concrete  form  along  Paulina 
Street,  a  Medical  Center  committee  is  designing 
a  functional  nervous  system  that  will  transmit  the 
communications  not  only  of  the  University  but  of 
the  entire  Rush  educational  and  clinical  network. 
The  committee,  chaired  by  David  I.  Cheifetz,  Ph.D., 
Acting  Dean  of  the  Graduate  College  and  Chair¬ 
man  of  the  Department  of  Psychology  and  Social 
Sciences,  is  broadly  representative  of  all  com¬ 
ponents  of  the  Medical  Center.  Its  charge  is  to 
make  plans  to  develop  the  full  potential  of  the 
Center  for  Educational  Resources  as  it  becomes 
operational  in  the  new  academic  facility. 

The  Center,  born  with  the  reactivation  of  Rush 
Medical  College  and  growing  stronger  every  day, 
provides  centralized  management  of  audiovisual 
and  printed  educational  materials,  computer- 
assisted  instruction,  and  instructional  facilities. 
Since  all  of  the  space  for  Rush  Medical  College 
and  Rush  College  of  Nursing  and  Allied  Health 
Sciences  has  been  “borrowed”  from  other  activ¬ 
ities  of  the  Medical  Center,  Educational  Resources 
has  been  providing  centralized  management  from 
widely  scattered  locations.  The  new  building  will 
provide  a  real  Center  that  is  a  true  resource;  the 
problem  for  Dr.  Cheifetz’s  committee  is  how  best 
to  use  that  resource  for  education  and  for  con¬ 
tinuing  education. 


Much  is  already  being  done,  with  the  guidance 
of  George  Flanagan,  M.D.,  associate  dean,  cur¬ 
riculum  and  evaluation,  associate  professor  of 
internal  medicine  and  acting  director  of  the  Cen¬ 
ter  for  Educational  Resources.  Clinical  confer¬ 
ences  and  grand  rounds  at  the  Medical  Center 
are  now  taped  routinely,  and  audiotapes,  video¬ 
tapes  and  slide  presentations  are  produced  for 
students  and  faculty  to  use.  When  Dr.  Paul  Tessier 
spent  a  week  at  the  Medical  Center  doing  recon¬ 
structive  surgery,  the  surgery  was  transmitted  live 
in  color  via  closed  circuit  television  to  fascinated 
observers  in  several  areas  outside  the  operating 
rooms,  and  videotapes  were  made  for  students 
and  faculty  to  consult  throughout  the  year. 

With  the  help  of  a  grant  from  the  A.  Montgom¬ 
ery  Ward  Foundation,  the  Center  for  Educational 
Resources  is  already  making  a  contribution  to 
the  education  of  students  and  faculty  in  network 
hospitals  as  well.  Mini-centers  have  been  in¬ 
stalled  at  these  institutions  with  videotape  and 
audiotape  playback  equipment;  a  student  on  a 
clerkship  at  a  network  hospital  who  wishes  to 
review,  say,  surgical  examination  techniques  can 
actually  see  how  it  should  be  done  whenever  he 
needs  to  refresh  his  memory.  There  is  a  Self- 
Teaching  Laboratory  at  Rush  where  small  groups 
of  physicians,  nurses,  and  students,  from  network 
hospitals  or  from  the  Medical  Center,  can  learn 


In  the  new  building,  audiovisual  resources  will  be  united 
with  the  holdings  ol  Rush  Library  for  more  eftective  inde¬ 
pendent  study  and  faculty  support. 
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to  become  comfortable  with  the  equipment. 

In  the  new  academic  building,  the  study  carrels 
for  using  audiovisual  materials — now  scattered  in 
clusters  throughout  the  Medical  Center — will  be 
brought  together  with  the  production  studios  and 
duplication  laboratories;  and  more  important,  they 
will  be  close  to  the  Rush  Medical  College  Library. 

The  Library  is  naturally  at  the  heart  of  the 
enterprise.  Its  current  cramped  quarters  will  be 
more  than  doubled  to  make  room  for  the  ex¬ 
panded  holdings  of  monographs  and  journals  the 
developing  educational  programs  require.  Uniting 
print  and  audiovisual  materials  will  work  a  sig¬ 
nificant  cost  saving,  and  it  will  make  them  im¬ 
measurably  more  valuable  to  the  student  who 
finds  all  kinds  of  information  ready  at  hand. 

Also  at  hand  will  be  computer-assisted  instruc¬ 
tion,  another  special  service  of  the  Center  for 
Educational  Resources.  There  are  now  more  than 
twenty  programs  to  supplement  conventional 
teaching,  particularly  in  anatomy,  neural  sciences, 
and  physiology.  The  computer  (a  General  Auto¬ 
mation  SPC  16/65)  has  not  only  been  programmed 
to  grade  examinations  but  it  can  also  be  used  as 
a  cardiovascular  simulator,  and  other  simulation 
programs  are  in  work. 

The  major  advantage  of  computer-assisted  in¬ 
struction  is  that  students  can  proceed  at  their 


own  pace,  and  can  evaluate  their  own  progress 
before  proceeding  to  new  material.  The  major 
drawback  is  the  difficulty  in  evaluating  its  effec¬ 
tiveness.  At  the  Ohio  State  University  School  of 
Medicine,  which  now  publishes  about  150  com¬ 
puter-assisted  courses  in  medicine,  nursing,  and 
allied  health  fields,  students  in  the  independent 
study  program  have  been  reported  to  out-perform 
students  in  conventional  programs  in  the  sec¬ 
tions  of  the  National  Boards  related  to  anatomy, 
physiology,  and  biochemistry,  but  it  is  impossible 
to  tell  whether  the  differences  are  built  into  the 
program  or  come  from  the  motivations  of  the 
students  who  elect  to  use  this  type  of  study  help. 

Computer-assisted  instruction  does  not  neces¬ 
sarily  reduce  the  level  of  faculty  involvement;  it 
does  allow  teachers  to  more  effectively  accom¬ 
plish  their  objectives. 

The  Center  for  Educational  Resources  encom¬ 
passes  a  variety  of  other  services  that  support 
all  levels  of  education  at  Rush.  The  questions  that 
Dr.  Cheifetz  and  the  Committee  must  consider  are 
how  the  current  concept  can  be  enlarged  to 
develop  and  implement  a  series  of  evaluational 
approaches  to  teaching  and  learning,  and  how  all 
these  services  can  be  even  further  strengthened 
to  reinforce  the  Medical  Center’s  commitment  to 
improved  patient  care.  □ 
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Match  Results: 

The  Third  Class  Goes  First  Class 


On  March  5,  the  National  Intern  and  Resident 
Matching  Program  results  were  announced  for 
June  graduates  of  Rush  Medical  College,  and  for 
house  officers  of  Presbyterian-St.  Luke’s  Hospital. 

For  Rush  medical  students,  first  choice  accept¬ 
ances  totalled  57  per  cent,  and  combined  first, 
second  and  third  preferences  totalled  85  per  cent. 

“We  are  above  the  national  average,  both  for 
first  choices  and  for  first,  second  and  third  prefer¬ 
ences,’’  said  Dean  Hejna.  “For  the  third  graduat¬ 
ing  class  of  a  new  medical  college,  the  results  are 
outstanding.” 

President  Campbell  said  the  number  of  Rush 
Medical  College  students  obtaining  their  first 
choice  acceptances  “reflects  recognition  by  med¬ 
ical  institutions  across  the  U.S.  of  the  high  caliber 
of  Rush  Medical  College’s  academic  programs.” 

“Dean  Hejna  is  to  be  congratulated,”  he  said. 
“These  results  are  a  tribute  to  the  quality  of 
students  and  to  the  superb  standards  of  educa¬ 
tion  maintained  by  the  medical  staff  and  faculty, 
under  his  guidance.” 

Each  year  U.S.  medical  students  and  interns 
have  the  option,  after  appropriate  application,  to 
register  their  choices  for  graduate  medical  edu¬ 
cation  with  the  Nationai  Intern  and  Resident 
Matching  Program.  Participating  hospitals  can 
list  their  choices  of  students  in  NIRMP.  The  pro¬ 
gram,  run  by  the  American  Hospital  Association, 
the  Association  of  American  Medical  Colleges, 


and  the  American  Medical  Association,  matches 
the  choices  by  computer. 

Dr.  Hejna  found  it  encouraging  that  “66  per 
cent  of  the  Rush  students  this  year  are  entering 
the  primary  and  secondary  care  disciplines,  in¬ 
cluding  internal  medicine,  family  practice  and 
pediatrics.  This  more  than  meets  our  goal  of 
having  50  per  cent  of  our  graduates  pursue  such 
career  fields.” 

When  Rush  was  re-activated,  Illinois  ranked 
19th  among  the  states  in  production  of  physicians, 
and  70  per  cent  of  its  graduates  were  leaving  the 
state  to  practice  elsewhere.  “A  major  goal  of 
Rush  is  to  serve  our  community  constituencies,” 
Dr.  Campbell  noted.  Fifteen  of  the  80  Rush 
graduates  will  remain  in  the  Presbyterian-St. 
Luke’s  Hospital  system,  with  the  majority  of  the 
remaining  students  going  to  other  university- 
affiliated  institutions.  Of  the  80  who  will  graduate, 
30  chose  medicine  internships,  12  family  practice, 
9  surgery,  6  pediatrics,  and  3  orthopedic  surgery, 
with  others  represented  in  obstetrics,  ophthal¬ 
mology,  pathology,  psychiatry,  radiology,  or  flex¬ 
ible  programs. 

More  than  half  of  those  who  will  begin  their 
graduate  education  at  Presbyterian-St.  Luke’s 
Hospital  this  year  are  also  from  Illinois  medical 
schools.  Of  the  42  house  staff  positions  matched, 
21  were  in  straight  medicine,  13  in  straight  sur¬ 
gery  and  surgical  specialties,  3  in  pediatrics,  and 
5  in  obstetrics  and  gynecology.  □ 
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Emergency!  Little  Victories 
Every  Night 


by  Anne  Keegan 


It  looked  like  a  quiet  night. 

Nothing  astir,  except  in  the  back  where  a  man, 
shifting  occasionally,  rustled  the  privacy  curtains 
around  his  stretcher.  The  liquid  in  a  bottle  over 
his  head  bubbled  as  it  plodded  silently  down  a 
tube  into  his  veins.  The  rest  of  the  beds,  their 
white  starched  sheets  pulled  taut,  stood  in  a  row 
— waiting. 

In  an  adjacent  room,  a  radio  played  softly.  One 
of  the  nurses,  Jeri  Sargent,  looked  up  from  her 
paperback  and  gazed  out  the  window.  A  blue 
haze  hung  over  the  empty  ambulance  lot  and  the 
park  beyond. 

“Slow  night,”  she  said  and  went  back  to  her 
book. 

Another  night  in  the  Emergency  Room  of  Rush- 
Presbyterian-St.  Luke’s  Medical  Center.  For  the 
moment,  the  lull  provided  an  unexpected  rest  for 
the  2-to-midnight  shift. 

If  it  were  midnight,  they  would  have  the  addicts 
coming  in,  in  groups  of  six  or  seven,  asking  for 
pills.  If  it  were  a  holiday,  they  would  have  the 
lonelies  —  abandoned  souls  with  make-believe 
pains  seeking  admission  to  the  hospital  —  any¬ 
thing  to  get  attention  from  the  world. 

If  it  were  summer,  a  sweaty  night  on  the  streets, 
they  would  have  the  gunshot  wounds  from  feuds 
on  sultry  corners.  Or  if  it  were  a  full  moon,  an 
employee  said  with  a  knowing  nod,  they’d  have 
a  rash  of  suicides  and  batteries  —  the  kind  of 
things  people  do  under  the  influence  of  a  full 
moon’s  glow. 

But  it  was  a  late  wintry  Sunday  afternoon.  And 
all  was  quiet.  Jeri,  the  nurse,  reading  her  novel 
of  romance.  Dr.  Jeff  Semel,  the  resident  on  duty, 
writing  a  report.  The  other  nurses,  Carol  and  Anne 
and  Nancy,  chatting  quietly  with  the  night  super¬ 
visor,  Phyllis  Ferguson.  Orthopedics,  gynecology, 
pediatrics,  surgery,  and  medicine — the  biggest  of 
the  five-section  emergency  ward — were  all  tran¬ 
quil. 

But  it  didn’t  last  long. 

A  Berz  ambulance  pulled  into  the  lot — siren 
silent,  lights  off.  An  older  man  was  in  the  back. 
The  attendants  rolled  him  gingerly,  without  cere¬ 
mony,  into  the  emergency  ward.  The  man  was 
sitting  up  on  the  stretcher  looking  back  at  his 
family  who  trailed,  stern-faced,  behind. 
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Jeri  got  up  to  meet  him.  He  was  coming  into 
medicine  and  that  was  her  section  tonight.  She 
and  the  ambulance  attendant  got  him  up  on  one 
of  the  emergency  beds.  “He’s  been  having  chest 
pains  all  day,”  said  the  attendant. 

Jeri  talked  to  the  man  as  she  took  off  his  shirt 
and  attached  an  electrocardiogram  to  his  arms 
and  legs. 

“How  long  have  you  had  these  pains?”  she  asks. 

“Yah,  pains  here,”  the  man  responds  in  a  thick 
accent. 

“But  how  long?”  she  asks  again. 

“Since  this  morning — 10  o’clock.  It  has  been 
doing  this.” 

She  goes  to  get  a  thermometer,  comes  back 
and  glances  at  the  EKG. 

“Jeff,”  she  says  in  a  level  tone.  Jeff  and  two 
nurses  immediately  get  up  and  walk  in. 

Jeff  looks  at  the  EKG  machine  humming  as  it 
charts  the  heart  beats  onto  reels  of  paper  that 
pour  out  like  a  ticker  tape.  The  markings  look  like 
a  horizon  of  abrupt  mountain  peaks.  It  is  an 
erratic  heart  pattern. 

“Get  an  IV  immediately,”  Jeff  says.  He  calls  for 
Valium  and  asks  that  the  resident  cardiologist 
upstairs  be  paged. 

“What  happened  today?”  he  asks  the  man. 
“Did  you  have  pain?” 

The  man  says  no. 

“Did  you  have  fluttering?” 

The  man  looks  at  him  confused.  “I  don’t  under¬ 
stand,”  he  says. 

“Flutterings.  Do  you  feel  flutterings  in  your 
heart?  Have  you  been  on  medicine?” 

“Yah,  I  got  medicine  at  home.  I  have  two  heart 
attacks  before.  I  was  waiting  to  get  into  a  hospital 
again,  but  there  was  no  rooms.” 

The  cardiologist  walks  in  and  goes  straight  to 
the  EKG. 

“Has  this  happened  before?”  asks  the  cardiolo¬ 
gist. 

The  man  starts  to  answer.  Suddenly,  he  turns 
white,  his  eyes  close,  his  lips  struggle,  his  head 
falls  limp. 

The  man  has  had  a  cardiac  arrest. 

“Call  an  0-two,”  shouts  Jeff.  One  of  the  nurses 
rushes  to  the  phone  and  gives  an  order.  “0-two, 
0-two,  0-two”  The  voice  over  the  intercom  re¬ 
peats  three  times  to  indicate  an  emergency. 

The  doors  of  the  emergency  room  burst  open, 
respiratory  therapists,  cardiologists,  nurses  to 
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assist — all  rush  to  the  bed.  Jeff  is  massaging  the 
man’s  heart.  A  tube  is  inserted  down  the  man’s 
throat  and  a  therapist  begins  pumping  the  ambu- 
bag,  pouring  air  into  his  lungs. 

He  has  stopped  breathing  on  his  own.  A  doctor 
attempts  to  pull  blood  from  the  man’s  veins.  He 
has  to  try  several  times.  The  veins  have  collapsed. 

“Get  the  defibrillator,’’  says  Jeff.  The  machine, 
with  its  paddles,  is  brought  over. 

“Stand  back,’’  Jeff  orders.  Everyone  take  a 
step  back. 

Jeff  rubs  some  goo  on  the  man’s  chest,  puts 
the  paddles  flat  on  his  chest,  and  applies  the 
shock.  The  man  screams,  his  body  jumps,  his 
legs  pull  under  him.  He  calls  to  God  in  Polish. 

His  heart  begins  a  steady  rhythm.  But  within 
seconds,  it  falls  into  the  same  erratic,  futile,  pat¬ 
tern,  fluttering  without  power.  They  shock  him 
again.  He  moans  and  pulls  himself  into  a  ball. 

“It’s  a  terrible  thing  to  endure  when  you  are 
conscious,”  says  one  nurse,  shaking  her  head. 

They  shock  the  man  again.  His  body  jumps. 
But  this  time,  there  is  no  scream.  The  15  men  and 
women  around  him  move  coolly,  talking  passively 
now  and  then,  working  to  keep  him  alive. 

Another  man  is  rolled  in.  He  sinks  down  off  the 
wheelchair  moaning.  Several  nurses  leave  the 
heart  patient  to  lift  him.  He  is  a  big  man  and 
almost  falls  out  of  their  arms.  Phyllis,  the  super¬ 
vising  nurse,  takes  his  head  in  her  hands  as  the 


others  undress  him.  He  wails  when  they  touch 
his  skin. 

“Where  does  it  hurt?”  she  asks. 

“My  friend,  my  friend,”  he  motions  wildly  toward 
the  door,  then  drools  onto  the  sheet.  An  IV  is 
ordered. 

In  pediatrics,  a  big  brown-eyed  baby  sits  in 
her  underpants  throwing  up  into  a  bowl.  She  has 
gotten  into  medicine — heartburn  pills  that  smell 
like  butterscotch.  The  syrup  they’ve  given  her  is 
forcing  up  the  stomach  contents. 

A  fire  ambulance  arrives,  rolling  in  a  woman  on 
a  stretcher,  frozen  in  position,  statuelike.  Even 
her  eyes  do  not  blink. 

“She  fell  down,”  says  an  excited  companion  to 
one  of  the  nurses.  “She  was  at  church  and  passed 
out.  We  think  she  hit  her  head.” 

The  woman  is  taken  to  orthopedics,  unmoving, 
unblinking,  speechless. 

The  heart  is  still  failing  the  old  man.  He  has 
been  shocked  25  times.  He  has  been  there  for  an 
hour  and  fifteen  minutes,  lying  naked  and  pale. 
Only  his  chest  shows  life,  rising  and  sinking 
rhythmically  as  the  respirator  pumps  in  oxygen. 

Unaware  of  the  faces  bent  over  him,  of  his 
family  sobbing  in  the  lobby,  of  the  wires  and 
tubes  that  have  taken  over  for  a  body  once  strong, 
he  is  alone,  in  a  strange  place,  fighting  for  life. 

The  decision  has  been  made  to  move  him  up- 
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stairs  to  the  intensive  care  unit,  for  possible  open 
heart  surgery.  He  is  covered  with  a  sheet.  The 
IV  bottles  are  secure,  the  defibrillator  rolled  out. 
The  elevator  is  held,  the  door  is  opened,  and  the 
bed  is  rolled  out,  nurses  and  doctors  running 
along  the  stretcher  in  a  race  for  his  life. 

The  moaning  man  pays  no  attention  to  the 
drama  that  has  just  ended.  Despite  his  wails,  he 
is  not  ill.  Just  an  earache  and  too  much  whisky. 
He  will  be  dismissed  when  the  medicine  has 
eased  his  pain. 

“God,  you  don’t  know  how  that  drains  you,’’ 
says  Jeri,  collapsing  down  under  a  sign  reading: 
“Sometimes  I  sits  and  thinks  and  sometimes  I 
just  sits.’’ 

It’s  now  past  8  p.m.  and  Dr.  Peter  Hohl,  the  new 
resident  on  duty,  is  in  with  the  lady  who  won’t 
move.  She  has  no  concussion  and  no  sign  of 
injury.  But  she  won’t  talk. 

“Speak  to  me,  speak  to  me,”  Peter  is  saying 
to  her.  “Did  you  pass  out?  Tell  me  what  happened. 
Why  don’t  you  talk — you’re  alert?” 

The  woman  finally  leans  toward  him  and  whis¬ 
pers  an  answer. 

“She’s  okay,”  Peters  says,  walking  back  into 
the  conference  room.  “She  says  she  got  the 
‘spirit’  at  church  and  passed  out.  I’ll  let  her  go 
in  an  hour  or  so.” 

In  pediatrics,  the  baby  with  the  pills  has  had 
her  stomach  pumped.  A  nurse  is  drying  her  tears. 


Two  children  with  pneumonia  have  been  admitted. 
They  lie  wheezing  in  their  mothers’  arms  waiting 
for  a  room  to  be  assigned. 

A  pregnant  woman  wanders  in.  Her  legs  are 
covered  with  welts.  Her  boyfriend  beat  her  with 
a  coat  hanger,  she  says.  She  lies  down  on  a 
stretcher  in  gynecology. 

The  nurses  are  in  the  conference  room,  eating 
their  late  dinners  on  trays.  The  phone  rings.  It  is 
intensive  care  reporting  that  the  heart  patient  is 
stable,  on  a  pacemaker. 

“Looks  like  he  might  make  it,”  says  Phyllis 
hanging  up  the  phone.  “You  know,  you  win  little 
victories  every  night.” 

The  new  shift  has  come  in  carrying  their  coffees, 
bright-eyed  for  such  an  hour.  The  string  of  chil¬ 
dren  has  stopped — for  the  moment.  The  janitor  is 
sweeping  the  hall  where  someone  threw  up.  The 
man  with  the  earache  has  gone  home.  So  has 
the  woman  with  the  coat  hanger  welts.  The  lady 
with  the  “spirit”  left  moments  earlier. 

For  Jeri  and  Anne,  Carol  and  Nancy,  the  night 
is  over. 

Lacerations  stitched.  Overdoses  countered. 
Broken  arms  mended.  A  pregnant  woman  com¬ 
forted.  Some  accidents  treated.  Some  fears 
allayed.  Some  babies  sent  home  feeling  better. 
One  life  saved. 

And  no  one  ever  said  thank  you.  □ 
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The  Special  Needs  of  the  Unscheduled  Patient 


Thelma  Evans,  M.D. 


Edsel  Hudson,  M.D. 


Not  every  patient  entering  the  Emergency  Room  is 
an  emergency  case.  The  opening  of  the  Ambula¬ 
tory  Acute  Care  Unit  in  January  aIlo\A/s  the  spe¬ 
cially  trained  staff  there  to  identify  three  groups 
of  patients;  emergency,  urgent,  and  non-urgent, 
and  see  that  each  patient  gets  the  appropriate 
kind  of  care. 

When  an  unscheduled  patient  comes  for  treat¬ 
ment,  a  trained  screening  (triage)  nurse  gets  a 
description  of  the  symptoms,  takes  temperature, 
blood  pressure,  and  brief  medical  history,  and 
schedules  the  patient  to  see  the  appropriate 
nurse/physician  team.  The  triage  system  itself  is 
not  new;  it  has  been  a  response  to  the  increasing 
use  of  emergency  rooms  for  irregular  or  episodic 
primary  health  care  by  individuals  faced  with  a 
crisis  situation  who  are  not  in  the  habit  of  regular 
checkups.  But  Edsel  Hudson,  M.D.,  medical  di¬ 
rector  of  Ambulatory  Care  Services,  identifies  two 
relatively  new  ideas  in  the  Medical  Center  system: 
a  method  to  determine  patient  flow  patterns, 
called  the  algorithmic  approach,  and  a  special 
training  program  that  ambulatory  acute  care 
nurses  must  complete  before  they  assume  triage 
duties. 

The  nurses  who  staff  the  unit  have  been  rig¬ 
orously  trained  for  more  personalized  care,  says 
Rose  Navarro,  R.N.,  director  of  Ambulatory  Care 
Nursing.  They  will  try  to  help  the  patient  under¬ 
stand  the  nature  of  the  problem  and  why  certain 
treatment  or  medication  is  to  be  given.  “It’s  im¬ 
portant,  too,”  Ms.  Navarro  says,  “that  patients 
begin  to  think  of  regular  health  care  visits.  Our 
main  goal  is  to  help  patients  switch  to  preventive 
medicine  and  to  steer  away  from  their  crisis 
orientation.” 

At  present  the  Emergency  Room  patient  load  is 
26,000  visits  per  year.  Projected  volume  for  the 
first  year  in  the  acute  care  unit  is  23,500  patients, 
most  of  whom  would  probably  have  been  treated 
in  the  Emergency  Room. 

“It’s  important  to  fit  the  treatment  to  the  needs 
of  the  individual  patient,”  says  the  physician-co¬ 
ordinator  of  the  unit,  Thelma  Evans,  M.D.  She  and 
the  rest  of  the  triage  staff  are  prepared  to  meet  a 
variety  of  health  complaints,  from  the  minor  to  the 
serious.  All  are  agreed  that  the  patients  must  be 
treated  not  only  with  compassion  but  with  an 
understanding  of  the  social  currents  that  carry 
them  to  the  doorstep  of  the  Medical  Center. 

As  Ms.  Navarro  says,  “Sometimes  just  helping 
a  patient  cope  with  things  is  what  the  patient 
needs  the  most.”  □ 
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An  Administrator 
Looks  at  Nursing 

By  Gail  L.  Warden,  Executive  Vice  President 


There  are  a  variety  of  factors  that  affect  the  de¬ 
livery  of  health  care,  each  important  in  its  own 
right.  Yet  each  is  part  of  a  bigger  climate,  the 
whole  climate  that  affects  the  financing,  delivery, 
quality  and  effectiveness  of  health  care.  Nursing 
is  important  because  nurses  are  responsible  for 
the  patient,  inpatient  or  outpatient,  the  majority  of 
the  time  he  is  encountering  the  health  care  sys¬ 
tem— or  nonsystem,  as  you  may  choose  to  define  it. 
The  nation’s  hospitals  are  most  aware  of  this.  With¬ 
out  nursing  we  are  out  of  business;  we  would  have 
no  patient  advocates,  no  production  line,  no  “care 
image,’’  and  no  real  feedback  from  the  “firing  line.’’ 

What  does  this  mean?  Like  it  or  not,  most  hos¬ 
pitals  cannot  survive  without  adequate  nurse  staff¬ 
ing.  Hospitals  are  dependent  upon  nursing  for  the 
real  provision  of  nursing  care.  Many  hospitals  (and 
I  wish  there  were  more)  base  their  whole  patient 
care  program  upon  what  nursing  says  is  happening 
out  there.  Nursing  can  tell  us  if  the  complexity  of 
the  case  load  is  changing,  if  the  patient  is  going 
home  too  soon,  and  if  the  care  is  too  fragmented. 
Hospitals  in  this  country  are  damn  dependent  upon 
nursing. 

At  the  same  time  hospitals  make  demands  of 
nurses.  A  hospital  wants  a  nurse  who  is  interested 
in  and  can  care  for  the  patient  in  that  institution’s 
particular  setting.  We  are  fully  aware  that  the  Na¬ 
tional  League  for  Nursing— forthat  matter,  all  health 
care  organizations  or  associations— is  concerned 
about  the  question  of  education— baccalaureate, 
diploma,  or  AD.  There  are  almost  as  many  pro¬ 
grams  as  there  are  opinions.  The  factors  to  con¬ 
sider  for  each  setting  is  what  can  be  afforded,  what 
is  the  quality  of  the  program,  what  has  been  the 
tradition  locally  and  what  the  “powers  that  be’’ 
want. 

Coming  from  a  setting  that  has  made  the  transi¬ 
tion  from  diploma  to  baccalaureate,  I  am  a  bacca¬ 
laureate  advocate.  Yet  I  must  admit,  though  others 
may  disagree,  that  I  have  never  heard  a  patient  ask 
what  degree  a  nurse  had.  I  advocate  a  bacca¬ 
laureate  program  because  I  recognize  that  the 
educational  system  is  rigid  and  that  the  only  safe 
way  for  a  prospective  nurse  to  approach  her  career 
is  the  baccalaureate  route— the  establishment  ad¬ 
vocates  it! 

Another  issue  in  nursing  education  involves  spe¬ 
cialization.  Though  it  has  major  importance  in  the 
tertiary  and  referral  care  setting,  there  is  a  danger 
of  repeating  medicine’s  mistake  of  too  much  spe¬ 
cialization:  unless  the  proper  attitudes  are  nour¬ 
ished  in  the  education  and  utilization  of  nursing 
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specialists,  this  could  lead  to  decreased  access 
and  fragmented  care,  and  a  significant  misuse  of 
available  funds.  I  hope  nursing  will  not  reach  the 
point  where  people  will  begin  to  ask  who  is  treat¬ 
ing  the  “whole  patient.”  There  is  no  present  danger 
of  that;  the  challenge  is  to  create  and  maintain  a 
system  that  fosters  broad  spectrum  care. 

What  about  standards?  What  about  quality?  In 
addition  to  the  fifty  state  licensure  boards,  there 
are  a  number  of  organizations  that,  through  either 
self-ordination  or  a  committee  appointment— and  I 
believe  both  are  bad— have  decided  what  the  stand¬ 
ards  of  nursing  practice  should  be. 

From  the  standpoint  of  the  hospital,  each  insti¬ 
tution  must  give  some  thought  to  setting  its  own 
standards,  and  in  a  conscientious  manner.  This  is 
not  easy,  but  outside  controls  are  making  us  aware 
of  the  need  for  such  action.  In  today’s  climate,  ad¬ 
ministration  and  medical  staff  must  support  it. 
Interdisciplinary  approaches  are  no  longer  simply 
desirable:  they  are  a  necessity. 

Even  as  we  are  defining  standards  of  practice 
within  the  institution,  we  must  begin  to  push  an 
accepted  recertification  process.  The  process 
must  keep  a  sufficient  number  of  nurses  in  the 
system,  but  make  sure  that  they  are  kept  up  to  date. 
There  are  indeed  pitfalls,  but  I  believe  each  hos¬ 
pital  must  be  willing  to  spend  time  and  money 
to  effect  this.  It  may  be  a  consolation  that  as  de¬ 
mand  for  recertification  gains  impetus  in  medicine, 
it  is  being  viewed  more  and  more  as  an  institutional 
responsibility. 

But  if  nurses  must  be  willing  to  subject  them¬ 
selves  to  review,  they  should  also  expect  the  same 
kind  of  review  of  other  personnel  in  hospitals. 
There  has  been  too  much  discussion  of  who  is 
going  to  clean  up  spills,  who  is  going  to  escort  pa¬ 
tients,  who  is  responsible  for  supplies.  Nursing 
should  begin  to  ask  for  standards — agreed-upon 
levels  of  service— from  other  departments  in  the 
hospital,  and  must  participate  regularly  in  review¬ 
ing  these  services. 

The  Nursing  Process 

What  effect  does  the  nursing  process  have  upon 
hospitals? 

Hospitals  are  probably  more  interested  in  results 
than  in  how  they  are  achieved.  Hospitals  want  to 
know  who  is  accountable?  Who  is  responsible  for 
a  particular  patient’s  care?  Is  something  good? 


Bad?  Why?  How  many  nurses  participate  in  the 
care  of  a  particular  patient  each  day?  Each  week? 
Who  identifies  with  the  patient?  Who  can  the  pa¬ 
tient  really  talk  to? 

Most  hospitals,  then,  are  asking  for  the  primary 
nursing  approach,  more  integrated  care— one  pa¬ 
tient,  one  nurse— in  fact,  accountability.  Hospitals— 
and  patients— would  ideally  like  one  nurse  to  be 
responsible  for  a  patient’s  care  from  admission 
through  discharge. 

Of  course  this  is  a  large  order.  But  some  day  the 
primary  nurse  will  be  responsible  for  the  total  nurs¬ 
ing  process  during  a  patient’s  hospitalization.  She 
will  assess  the  patient’s  needs,  plan  the  care,  col¬ 
laborate  with  colleagues  and  other  health  care 
personnel,  and  evaluate  the  effectiveness  of  care. 
The  ability  to  determine  the  results  of  such  a 
process  is  the  nursing  responsibility;  these  results 
will  be  evaluated  by  the  patient,  and  by  the  hos¬ 
pital.  Hospitals  must  then  respond  with  a  closer 
look  at  staffing  patterns,  scheduling,  patient  classi¬ 
fication,  work  load.  Patient  care  must  be  ap¬ 
proached  systematically,  and  this  must  be  done 
soon. 

As  emphasis  shifts  to  the  concept  of  team  health 
care,  the  interdisciplinary  approach,  numerous 
questions  are  being  raised  by  the  nurse  practi¬ 
tioners  and  by  their  presence  on  the  health  care 
scene. 

Most  hospitals,  their  administrators,  their  med¬ 
ical  staff,  and  their  nursing  services  are  inpatient- 
oriented.  There  has  been  very  little  emphasis  on 
health  maintenance,  the  distribution  role,  integra¬ 
tion  of  educational  programs  in  the  health  profes¬ 
sions,  or  interdisciplinary  approaches;  hence,  we 
have  very  traditional  perceptions  of  the  nurse  role 
and  of  the  physician  role  in  the  hospital  setting. 
The  system  has  tended  to  restrict  the  role— and  the 
importance— of  the  nurse,  at  the  same  time  enhanc¬ 
ing  the  physician’s  role.  Neither  understands  the 
other. 

The  rapid  evolution  of  health  care  demands  that 
this  situation  be  changed.  How?  Well,  we  must 
change  the  educational  model:  we  must  aim  for 
one  faculty  and  one  care  curriculum,  so  that  nurses 
and  physicians  can  start  understanding  each  other 
early  in  their  professional  development.  The  or¬ 
ganizational  model  should  be  restructured  to  rec¬ 
ognize  the  clinical  competence  of  the  nurse  in 
patient  evaluation  and  assessment  and  as  a  health 
coordinator  and  educator.  The  physician  must  ac- 
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cept  the  nurse.  The  consumer,  the  patient,  must 
also  be  educated  on  what  the  nurse  can  do,  partic¬ 
ularly  in  the  areas  of  evaluation  and  health  mainte¬ 
nance.  We  must  be  working  as  well  to  resolve  the 
legal  problems,  to  iron  out  the  state-to-state  incon¬ 
sistencies  in  defining  what  a  nurse  can  or  can¬ 
not  do. 

How  would  these  changes  affect  the  hospital? 
Unfortunately,  most  acute  care  institutions  do  not 
know.  They  are  inpatient-oriented;  their  medical 
staffs  are  threatened  by  nurse  practitioners.  Ambu¬ 
latory  care  is  a  mystery  to  them;  in  most  instances 
they  are  in  it  only  on  a  minimal  basis.  The  hospital 
can  use  outreach  programs  to  improve  access,  and 
hopefully  effectiveness,  but  this  opportunity  is  cur¬ 
rently  not  getting  enough  attention.  Yet  as  medical 
and  nursing  students  learn  to  work  together,  and 
as  the  nursing  and  medical  curriculums  more  and 
more  stress  regular  preventive  screening,  hospitals 
are  bound  to  become  more  responsive,  and  health 
care  can  only  improve. 

Some  beginnings  have  been  made.  Hospitals  and 


their  medical  staffs  are  realizing  that  nursing  can 
be  a  major  force  in  effecting  change  in  both  in¬ 
patient  and  ambulatory  care  settings,  particularly 
in  the  area  of  quality  and  role  definition  of  health 
professionals.  Hospitals  are  becoming  conscious 
that  nurses— probably  more  than  any  other  group 
of  health  professionals— are  aware  of  consumer 
sensitivities  and  needs  regarding  access  to  care, 
financing,  and  quality.  As  nursing  becomes  more 
clinically-oriented,  role  definition  between  nursing 
and  medicine  is  developing  as  an  issue.  Nursing 
has  been  a  catalyst  in  bringing  about  the  inter¬ 
disciplinary  approach  to  patient  care,  and  hospitals 
recognize  this. 

At  the  same  time  hospitals  continue  to  be  con¬ 
cerned  about  infighting  among  nurses  about  edu¬ 
cational  issues,  standards  of  practice,  and  the 
nurse’s  role.  There  is  a  sense  that  nursing  may  be 
its  own  worst  enemy. 

There  will  be  change;  there  must  be.  It  is  already 
taking  place.  But  it  must  have  direction.  And  we 
must  move  forward  together,  with  care.  □ 


Rechargeable  Pacemaker 
Implanted 


Doctors  at  the  Medical  Center  have  implanted  in 
a  39-year-oId  housewife  a  rechargeable  pace¬ 
maker  designed  to  last  at  least  a  decade  before 
it  needs  replacement.  The  pacemaker  is  powered 
by  a  nickel  cadmium  battery  that  can  be  recharged 
at  home  with  a  portable  unit.  Conventional  pace¬ 
makers  powered  by  mercury  oxide-zinc  batteries 
need  replacing  every  three  or  four  years. 

Mrs.  Earnestine  Bass  was  the  first  patient  in  the 
Chicago  area  to  receive  a  rechargeable  pace¬ 
maker.  Before  the  unit  was  implanted  by  Marshall 
D.  Goldin,  M.D.,  director  of  the  surgical  intensive 
care  unit  and  assistant  attending  surgeon,  Mrs. 
Bass  had  a  pulse  rate  that  often  dropped  to  less 
than  44  beats  per  minute.  With  the  pacemaker  her 
pulse  rate  has  returned  to  normal. 

The  pacemaker,  which  is  built  by  Pacesetter 
Systems,  Inc.,  of  California,  is  guaranteed  for  ten 
years  as  long  as  it  is  kept  charged.  Robert  G. 
Hauser,  M.D.,  physician  in  charge  of  the  cardio¬ 
vascular  monitoring  unit  and  assistant  director  of 
the  cardiorespiratory  section,  suggests  that  it  may 
last  much  longer.  “It  is  theoretically  possible  for 
the  unit  to  have  a  life  expectancy  of  30  years 
according  to  the  design  standards,”  he  says. 

Recharging  the  pacemaker  is  a  simple  pro¬ 
cedure,  done  externally.  The  patient  puts  on  a 
“vest”  with  a  triangular  patch  that  is  positioned 
over  the  implanted  unit.  The  power  lead  of  the 
recharging  pack  (the  pack  looks  like  a  compact 
stereo  tuner)  is  attached  to  the  vest.  The  patient 
turns  the  unit  on  and  the  battery  is  recharged  by 
electromagnetic  energy  that  flows  through  the 
skin.  A  beeper  and  light  notify  the  patient  if  the 
charging  head  is  out  of  position,  and  a  blue  light 
tells  the  patient  when  the  pacemaker  is  fully 
charged.  The  entire  process  takes  only  an  hour. 
Recharging  is  done  weekly,  though  the  unit  can 
go  for  longer  periods  without  being  charged  if 
absolutely  necessary.  □ 


Robert  G.  Hauser,  M.D.,  demonstrates  the  rechargeable 
pacemaker  recently  implanted  in  Mrs.  Earnestine  Bass. 
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Reports 


The  Semi-Annual  Meeting 
of  the  Trustees:  A  Summary 

In  welcoming  the  Trustees,  the  Chairman  took  note 
that  the  Steering  Committee,  which  is  studying 
reorganization  of  the  work  of  the  Trustees,  is 
expected  to  report  at  the  Annual  Meeting  in 
November. 

The  Trustees  have  responded  with  considerable 
interest  in  seeking  the  prompt  utilization  of  the 
nineteen  acres  of  urban  renewai  property  to  the 
east  of  the  campus;  as  a  result,  a  series  of  meetings 
with  real  estate  developers  and  other  interested 
parties  is  in  progress.  In  addition,  an  international 
hotel  operation  has  opened  a  study  for  a  new  hotel 
in  connection  with  our  campus  expansion  plans. 

A  Service  Award  was  presented  to  A.  Watson 
Armour,  III,  who  has  been  a  Trustee  since  1950. 
Through  his  foresight,  the  first  chair  at  a  private 
hospital  in  Chicago  was  established  as  the  Jean 
Schweppe  Armour  Chair  in  Neurology.  Service 
Awards  will  be  sent  to  James  B.  Forgan  and  Wil¬ 
liam  F.  Borland,  who  were  unable  to  be  present. 
Mr.  Forgan  was  first  elected  a  Trustee  of  Presby- 
terial  Hospital  fifty  years  ago.  Mr.  Borland  joined 
the  St.  Luke’s  Hospital  board  in  1950. 

The  Chairman  expressed  the  sympathy  of  the 
Trustees  in  the  death  of  R.  Douglas  Stuart  and 
Ralph  A.  Bard,  Sr.  The  Executive  Board  had  passed 
a  resolution  in  tribute  to  Mr.  Stuart  on  January  15, 
1975.  John  Bent  presented  a  resolution  expressing 
the  feeiings  of  the  T rustees  on  the  loss  of  Mr.  Bard, 
who  was  the  first  Chairman  of  Presbyterian-St. 
Luke’s  Hospital.  Standing  in  respect  to  Mr.  Bard, 
the  Trustees  approved  a  resolution  paying  “tribute 
to  the  courage  of  his  vision,  the  quickness  of  his 
understanding,  the  firmness  and  warmth  of  his 
guidance,  and  the  wise  direction  of  his  generosity; 
and  express  to  the  members  of  his  famiiy  our  own 
sense  of  loss  and  our  sympathy  with  them.’’ 

Harold  Byron  Smith,  Jr.,  reported  on  the  growth 
of  the  program  of  hospital  network  affiliations, 
including  the  addition  of  Mount  Sinai  Hospital 
Medical  Center.  He  reviewed  the  decision  of  the 
Executive  Board  to  postpone  the  branch  hospital 
projects  because  the  cost  of  the  projects  had 
doubled,  the  communities  were  unable  to  meet 
their  one-third  share  of  the  equity  required,  and 
other  factors  including  the  recession  and  high  bor¬ 
rowing  costs.  The  Executive  Board  has  reaffirmed 
the  Medical  Center’s  commitment  to  the  network 
program  as  a  rational  way  to  deliver  care  and  co¬ 
ordinate  education  and  research. 


Edward  C.  Becker  reported  that  membership  in 
the  ANCHOR  Organization  for  Health  Maintenance 
is  growing  steadily  and  has  now  reached  8,700  per¬ 
sons.  Through  a  cooperative  program  with  Blue 
Cross  and  Blue  Shield  and  its  own  marketing  ef¬ 
forts,  ANCHOR  has  been  “laying  a  solid  foundation 
for  a  program  that  will  be  in  a  good  position  to 
respond  to  the  needs  of  employers  throughout  the 
Chicago  metropolitan  area  who  must  comply  with 
the  requirements  of  federal  legislation  to  offer  an 
HMO  as  an  option  if  they  have  25  or  more 
employees.’’ 

Stanley  G.  Harris,  Jr.,  chairman  of  the  Facilities 
and  Planning  Committee,  said  that  construction  on 
the  academic  facility  should  be  complete  by  July  5, 
1976,  and  on  the  Bowman  Health  Center  for 
the  Elderly  by  October  1,  1976.  Estimates  for  the 
total  project  cost  on  the  academic  facility  are  now 
$21,144,000,  compared  with  the  original  estimate 
of  approximately  $12  million  of  two  years  ago.  Total 
estimated  cost  for  the  Bowman  Health  Center  is 
now  expected  to  be  $10,491,000,  compared  with 
an  original  estimate  of  $7,500,000.  (During  his  re¬ 
marks,  the  first  steel  on  the  project  was  set  in  place 
south  of  Harrison  Street.) 

David  W.  Dangler,  chairman  of  the  corporation 
board  of  the  Bowman  Health  Center,  reported  that 
in  addition  to  the  construction  commitment,  the 
Trust  will  retain  an  endowment  fund  of  several 
million  dollars,  the  income  of  which  will  be  avail¬ 
able  to  the  Center.  The  staff  for  the  new  facility  has 
been  built  up  under  the  supervision  of  Rhoda 
Pomerantz,  M.D.,  director,  and  initial  aspects  of 
the  geriatric  community  program  already  have 
begun. 

Roger  E.  Anderson,  chairman  of  the  Develop¬ 
ment  Committee,  reported  that  bequests,  which 
totaled  over  $4  million  in  the  last  fiscal  year,  are 
about  25%  of  that  amount  so  far  this  year.  As  a 
result,  expectations  are  that  contributions  will  be 
approximately  one-half  of  the  $7  million  of  the  pre¬ 
vious  year.  In  addition,  he  said  that  pledges  and 
other  forms  of  future  commitments  made  so  far  this 
year  add  another  $1  million  to  the  philanthropic 
resources  of  the  Medical  Center.  The  Decade  of 
Development  program  in  the  past  six  months  has 
surpassed  $5  million;  its  goal  is  $7  million. 

Contributions  for  current  operating  purposes  are 
running  10%  ahead  of  the  previous  year.  The  Year- 
End  Giving  Program  showed  a  remarkable  im¬ 
provement  of  nearly  40%  over  the  previous  year. 
Two  chairs  are  within  97%  of  completion,  and  a 
third  is  approaching  the  half-way  mark. 
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The  dollan  needs  of  the  Medical  Center  are 
escalating  rapidly.  The  dollar  level  of  philanthropy 
will  have  to  double  to  keep  pace  with  the  rate  of 
budget  increases  expected  in  the  next  five  years. 
In  addition  to  the  needs  of  a  new  university,  we 
now  have  the  needs  generated  by  old  hospital  fa¬ 
cilities  and  new  ways  of  delivering  care;  these  will 
require  an  intensive  appreciation  of  new  programs 
for  capital  for  facilities  and  endowment. 

In  the  absence  from  the  city  of  George  B.  Young, 
chairman,  A.  B.  Dick,  III,  reported  on  the  proceed¬ 
ings  of  the  Academic  Liaison  Committee.  The 
proceedings  were  conducted  under  the  Rules  for 
Governance  of  the  Faculty  and  Students  with  Mr. 
Young  as  chairman  and  Mrs.  Herbert  DeYoung,  The 
Right  Reverend  Quintin  E.  Primo,  Jr.,  and  Mr.  Dick 
representing  the  Trustees;  and  Drs.  Friedrich  Dein- 
hardt,  William  S.  Dye,  and  Theodore  B.  Schwartz 
the  faculty.  The  committee  recommended  to  the 
Executive  Board  that  a  faculty  appointment  in 
question  be  terminated,  and  in  a  special  meeting 
May  1,  1975,  the  Executive  Board  approved  the 
recommendation. 

The  President’s  Report 

Dr.  Campbell  said  that  in  the  excitement  of  new 
construction,  or  in  the  pain  of  rapid  maturation  in 
dealing  with  the  problems  of  people  or  environ¬ 
ment,  or  in  the  frustrations  of  coping  with  increased 
regulations  and  new  social  pressures,  we  may  have 
our  attention  divided  often  enough  to  warrant  an 
occasional  review  of  some  general  statements  of 
what  and  where  we  really  are,  what  we  are  doing, 
what  we  propose  to  do,  and  why.  Our  guiding  prin¬ 
ciple  has  been  that  the  enterprise  be  operated 
within  a  careful,  planned,  and  balanced  budget; 
that  it  generate  its  own  working  capital;  and  that  it 
foster  an  increasingly  systematic  approach  to 
health  care  maintenance  and  delivery.  Rush-Pres- 
byterian-St.  Luke’s  is  Rush  University  and  Presby- 
terian-St.  Luke’s  Hospital  —  an  academic  health 
center  delivering  all  levels  of  care:  primary,  sec¬ 
ondary,  and  tertiary.  For  all  three  stages  of  care, 
the  Medical  Center  is  operating  virtually  at 
capacity. 

At  the  primary  care  level,  we  have  during  the 
past  months  established  a  new  Ambulatory  Care 
Unit,  employing  “triage”  to  help  assure  proper 
treatment  for  a  significant  proportion  of  the  more 
than  100,000  annual  health  care  visits.  For  our  sec¬ 
ondary  and  tertiary  responsibilities,  we  have  been 
working  hard  to  maintain  our  oldest  patient  care 


unit,  the  Jones  Building,  and  by  the  end  of  this 
fiscal  year  we  will  have  completely  remodeled  24 
patient  rooms  and  have  reached  a  rate  where  we 
are  remodeling  two  rooms  a  week.  Our  tertiary  care 
resources  have  expanded,  with  such  new  programs 
as  the  Regional  Perinatal  Intensive  Care  Unit,  one 
of  nine  in  Illinois,  and  with  the  decision  to  invest  $1 
million  in  a  whole-body  scanner  for  tomography, 
one  of  three  in  the  United  States.  Programs  to 
assist  the  development  of  nursing  to  new  profes¬ 
sional  responsibilities  are  progressing,  and  the 
primary  nursing  care  concept  started  two  years 
ago  in  four  patient  care  units  is  now  in  effect  on 
seven  of  the  nine  medical  units. 

In  paying  tribute  to  the  medical  staff,  special 
appreciation  was  accorded  Philip  N.  Jones,  M.D., 
who  has  served  two  terms  as  President.  Among 
those  receiving  recognition  from  outside  the  insti¬ 
tution  are  James  Schoenberger,  M.D.,  the  current 
president  of  the  Chicago  chapter  of  the  American 
Heart  Association;  and  Frank  Hendrickson,  M.D., 
president-elect  of  the  Illinois  division  of  the  Amer¬ 
ican  Cancer  Society.  On  behalf  of  the  Trustees, 
Dr.  Campbell  paid  tribute  to  two  retiring  chairmen. 
Dr.  Stanton  A.  Friedberg,  Department  of  Otolaryn¬ 
gology  and  Bronchoesophagology,  and  Dr.  George 
Hass,  Department  of  Pathology,  taking  note  that 
Dr.  Haas  was  earlier  appointed  by  the  Executive 
Board  to  become  the  first  Otho  S.  A.  Sprague  Pro¬ 
fessor.  Dr.  Campbell  reviewed  the  fine  admissions 
record  of  Rush  Medical  College  and  th©'  Rush 
College  of  Nursing  and  Allied  Health  Sciences, 
taking  note  of  the  strengthening  relationships  with 
the  affiliated  institutions  of  higher  learning  each  of 
the  colleges  has  developed. 

Dr.  Campbell  advised  the  Trustees  that  the 
budget  for  next  year  would  be  in  the  $100  million 
range.  He  said  the  Medical  Center  would  encounter 
no  major  trouble  in  accommodating  new  legisla¬ 
tion  at  both  the  state  and  federal  levels.  He  dis¬ 
cussed  the  rising  rates  of  malpractice  insurance, 
which  have  been  severely  felt  by  the  individual 
members  of  the  medical  staff  and  by  the  Medical 
Center  itself.  The  institutional  rate  has  doubled 
within  the  past  year  and  is  now  approximately  $1 
million  annually.  In  concluding  his  remarks.  Dr. 
Campbell  chose  a  theme  from  a  letter  to  him  by 
Virginia  Henderson,  accepting  the  award  of  the 
honorary  degree  at  Commencement.  She  said  in 
part: 

“While  I  see  myself  as,  essentially,  a  practical 
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person,  circumstances  rather  than  personal  choice 
have  cast  me  in  a  wordy  role  in  recent  years.  When 
I  am  recognized  for  written  works,  I  cannot  help 
wishing  that  the  recognition  was  for  first-hand 
service  to  people.” 

First-hand  service  to  people.  Dr.  Campbell  said, 
is  what  we  are  all  about.  □ 

Report  to  the 
Medical  Faculty 

By  James  A.  Campbell,  M.D. 

President 

At  the  recent  off-campus  meeting  of  a  group  of 
the  faculty  studying  the  curriculum  of  Rush  Med¬ 
ical  College,  I  quoted  remarks  from  a  democratic 
U.S.  Senator,  a  Nixon-appointed  deputy  under¬ 
secretary  of  HEW  and  two  deans.  I  tried  to  keep 
this  eclectic  and  bipartisan.  These  quotations, 
from  their  various  biases  and  backgrounds,  can  be 
summarized  briefly  as  stating: 

1.  Medical  education  is  to  prepare  young  men 
and  women  to  take  care  of  patients,  and  curricula 
should  be  designed  accordingly. 

2.  Medical  students  must  be  selected  not  merely 
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for  their  ability  to  pass  medical  school  courses 
and  to  be  able  to  accommodate  to  the  increased 
explosion  of  knowledge,  but  to  recognize  and  cope 
with  the  impact  of  change  of  both  scientific  and 
social  events  on  their  effective  and  humane  care 
of  patients.  Francis  Well  Peabody  has  said  that 
“Without  scientific  knowledge  a  compassionate 
wish  to  serve  mankind’s  health  is  meaningless,  but 
scientific  knowledge  without  wisdom  and  com¬ 
passion  is  a  frozen  storehouse.”  It  has  also  been 
pointed  out  that  there  is  no  more  contradiction 
between  the  science  of  medicine  and  the  art  of 
medicine  than  between  the  science  of  aeronautics 
and  the  art  of  flying. 

3.  Medical  education  is  a  spectrum  from  col¬ 
lege  through  practice.  If  medical  faculties  are  to 
discharge  their  responsibilities  adequately,  they 
must  concern  themselves  far  more  deeply  in  the 
area  of  graduate  medical  education,  expecting  to 
be  responsible  for  classes  in  graduate  programs 
of  similar  size  to  those  of  their  under-graduate 
classes.  I  must  emphasize  that  this  means  that  if 
we  are  producing  from  the  Rush  Medical  College, 
of  which  you  are  the  faculty  and  the  staff  of  this 
institution,  100  new  physicians  per  year,  it  is  sug¬ 
gested  by  many  observers  that  we  would  be  obli¬ 
gated  to  develop  a  graduate  medical  education 
program  which  will  accept  these  young  men  and 
women  for  continued  training  until  they  are  ready 
to  practice:  that  means  anywhere  from  three  to 
five  more  years  of  experience  under  our  respon¬ 
sible  leadership. 

4.  Outside  forces — consumers,  the  federal  gov¬ 
ernment,  labor  and  corporate  management — are 
demanding  a  more  equitable  and  more  appropriate 

distribution  of  medical  services  and  with  a  better 
control  of  costs.  Moreover,  these  powerful  forces 
are  expecting  the  academic  health  centers,  such 
as  ours,  to  take  leadership  and  responsibility  in 
solving  these  problems  of  care  in  addition  to 
coping  with  the  more  conventional  academic 
demands. 

Using  the  above  authoritative  sources  as  bases 
for  our  own  action,  I  commented  in  general  as 
follows: 

1.  Our  persistent  commitment  to  patient  care 
and  education  as  a  unity  seems  to  be  more  and 
more  validated. 

We  must,  however,  continue  to  extend  our  efforts 
more  effectively  through  both  the  college  and  hos¬ 
pital  networks  in  order  to  respond  adequately  to 
the  challenges  of  maldistribution  of  health  per- 

(continued  on  p.  36) 
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Construction  Progresses 


The  $22  million  Rush  University  Academic  Facility  will 
be  open  to  students,  faculty  and  staff  beginning  in  the 
1976-77  academic  year.  The  new  building  will  have  direct 
connections  to  Presbyterian-St.  Luke’s  Hospital,  and  to 
patient  care  and  research  facilities  in  the  Jelke  South- 
center  Building,  the  Professional  Building,  and  the  John¬ 
ston  R.  Bowman  Health  Center  for  the  Elderly. 
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sonnel  and  services  and  of  inadequate  cost 
containment. 

In  other  words,  our  Rush  University  System  for 
Health  must  become  an  effective  working  reality 
rather  than  a  catch  phrase  and  acronym. 

2.  Our  admissions  policies,  our  effective  re¬ 
cruitment  and  retention  of  physicians  in  critical 
categories,  our  graduate  medical  education  pro¬ 
grams — internships  and  residencies — all  of  which 
are  being  examined  by  outsiders  with  a  view 
toward  a  regulated  approach  to  care  problems — 
must  be  given  prompt  and  serious  attention 
in-house. 

The  differences  between  numbers  of  new  grad¬ 
uating  M.D.’s  and  the  numbers,  character  and 
location  of  internships  and  residencies  are  lessen¬ 
ing.  Whereas  we  had  free  choice  of  career  spe¬ 
cialties,  populations  served  and  location  of  prac¬ 
tice,  our  students  and  house  officers  may  not.  It 
is  up  to  us  to  use  our  imagination  and  expertise 
in  facing  this  to  avoid  both  disgruntled  patients 
and  disgruntled  doctors  alike. 

Dr.  Hejna,  in  his  imaginative  leadership  of  the 
Medical  College,  has  appointed  a  committee  on 
graduate  medical  education,  chaired  by  Dr.  John  S. 
Graettinger,  which  will  be  studying  this  part  of  the 
problem.  Dr.  Hejna  has  also  indicated  that  within 
the  next  academic  year,  an  off-campus  in-depth 
review  of  admissions  will  take  place. 

3.  In  our  attempt  to  keep  patient  care  in  the 
forefront  of  our  RPSL  goals,  indeed  as  society  is 
again  reminding  us  is  our  raison  d’etre,  any  anti¬ 
intellectual  wave  must  be  quelled.  We  must  provide 
a  “brand  of  medicine  which  deals  comprehen¬ 
sively  with  man  .  .  .  without  thereby  becoming  less 
scientific.’’  Therefore,  research  must  be  fostered 
and  the  Rush  Research  Institute  is  and  must  be  a 
high  priority  item  in  our  immediate  as  well  as  long¬ 
term  future. 

4.  Finally,  I  stated  and  I  restate  today,  a  serious 
reminder,  that  a  balanced  system  for  health  care 
and  for  education  and  research  requires  many 
professions,  many  disciplines  and  many  people 
offering  their  time  and  talents.  Just  as  the  whole  is 
greater  than  the  sum  of  its  parts,  so  is  no  chain 
stronger  than  its  weakest  link. 

We  can  no  longer  afford  non-productive  inter¬ 
professional,  inter-college,  inter-departmental 
squabbling.  The  intellectual  ferment  of  debate 
must  not  dwindle  to  the  wastefulness  of  argument. 
We  need  all  our  colleagues  for  our  own  ultimate 
individual  success.  Nurses,  physicians,  investiga¬ 


tors,  even  deans  and  administrators,  offices,  hos¬ 
pital  units,  clinics— all  are  us  and  we  need  to  sup¬ 
port  one  another  in  RPSL. 

If  we  can’t  do  it  for  sheer  delight,  maybe  we  can 
keep  in  mind  Lewis  Carroll’s  poem  “The  Hunting 
of  the  Snark’’: 

“But  the  valley  grew  narrow  and  narrower  still. 

And  the  evening  got  darker  and  colder. 

Till  (merely  from  nervousness,  not  from  good 
will) 

They  marched  along  shoulder  to  shoulder.’’ 

Despite  regulations,  malpractice  insurance 
rates,  medicine  is  a  great  profession.  It  is  sought 
after  and  revered. 

Despite  parking  problems,  Chicago  winters, 
waiting  lists,  Rush-Presbyterian-St.  Luke’s  Medi¬ 
cal  Center  is  a  great  institution.  Its  leadership 
role  is  recognized. 

Despite  differences  in  background,  aspirations, 
practice  and  discipline,  your  commitment  as  indi¬ 
viduals  to  this  Medical  Center  and  its  goals  keeps 
it  not  only  viable,  but  is  making  it  great.  Many 
thanks.  □ 

Report  to  the  Faculty 

By  William  F.  Hejna,  M.D. 

Dean,  Rush  Medical  College 

In  reviewing  the  last  six  months,  there  are  one  or 
two  points  of  special  interest:  In  December  the 
College  Faculty  Council  endorsed  the  policy  of 
anonymity  with  respect  to  Phases  I  and  II.  I  also 
noted  that  the  impression  that  this  College  has  a 
“no-failure”  policy  is  erroneous.  We  have  spoken 
here  before  of  developing  a  single  standard  of 
admissions  and  therefore  of  the  need  for  a  single 
standard  of  evaluation;  we  are  striving  to  maintain 
that. 

In  January  there  was  an  expression  of  concern 
over  the  assessment  of  the  quality  of  teaching. 
We’ll  be  addressing  that  particular  subject  a  little 
more  later  on. 

Our  enrollment  projections  will  require  the  use 
of  the  A.  B.  Dick  Auditorium  for  the  lectures  in 
one  or  two  classes  next  year.  The  new  building 
will  be  completed  for  the  entering  class  of  1976. 

The  results  of  the  Part  II  National  Boards  for 
the  class  of  1975  were  received  this  past  week.  In 
1973  our  class  ranked  in  the  26th  percentile  over¬ 
all,  1974  in  the  28th  percentile  and  in  1975  in  the 
35th  percentile.  The  35th  percentile  is  not  neces- 
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sarily  where  we’d  like  to  be,  but  the  slope  is  in 
the  right  direction.  It  may  not  be  fair  to  single  out 
one  area,  but  I  am  particularly  pleased  with  Sur¬ 
gery  because  it  started  quite  low  in  1973  and  this 
year  is  about  the  same  as  the  other  departments. 

The  last  data  we  have  on  national  boards  for 
Part  I  indicated  that  in  1973  overall  we  were  in  the 
30th  percentile,  1974  in  the  34th  percentile,  and 
1975  in  the  38th  percentile,  so  again  the  slope  is 
in  the  right  direction. 

We  had  a  total  of  40  appointments  to  the  faculty, 
including  13  women.  We  had  4  resignations,  all 
men.  The  net  increase  is  36  people  and  the  per¬ 
centage  of  women  therefore  is  36%.  This  is  some¬ 
what  better  than  our  current  actual  figures  for 
women  on  the  faculty  and  that  slope  appears  to  me 
to  be  also  in  the  right  direction  with  respect  to 
the  national  averages. 

Despite  the  turmoil  in  medical  education  in  the 
nation,  and  the  fiscal  insecurity  surrounding  the 
turmoil,  we  have  had  a  rather  stable  period.  We 
are  within  budget,  faculty  strength  continued  to 
increase,  our  student  enrollment  projections  do 
not  require  change,  and  the  machinery  of  the 
college,  in  my  view,  is  operating  reasonably  effec¬ 
tively,  if  not  100  per  cent  efficiently  from  the  man¬ 
agement  standpoint. 

The  liaison  committee  of  the  Association  of 
American  Medical  Colleges  reported  to  us  after 
its  visit  in  February  that  a  good  job  had  been  done 
in  addressing  the  criticisms  of  the  previous  visit, 
and  recognized  maturation  of  our  effort  in  many 
areas.  It  also  pointed  out  some  areas  which  need 
further  development;  I  am  pleased  to  say  that  none 
are  in  a  category  which  was  not  previously  iden¬ 
tified.  One  such  is  the  educational  process  em¬ 
bodied  in  our  curriculum.  I  believe  we  have 
reached  what  is  felt  to  be  a  sound  curriculum 
construct,  which  now  must  be  considered  in  terms 
of  process.  I  will  discuss  this  in  more  detail  in  a 
moment. 

Secondly,  the  group  was  interested  in  the  off- 
campus  Phase  I  programs  at  Knox  and  Grinnell. 
They  applauded  the  innovative  effort  to  contain 
costs,  utilize  existing  faculties  and  facilities,  and 
bring  students  into  rural  settings  early  enough  to 
be  influenced.  They  cautioned  regarding  mean¬ 
ingful  assesments  of  what,  in  fact,  is  being  accom¬ 
plished,  and  in  controlling  numbers  until  such 
evaluation  can  be  carried  out.  We  will  probably 
increase  to  30  students  in  these  two  schools  and 
then  hold  for  a  time.  Meanwhile,  evaluation  of  stu¬ 


dents  and  program  as  well  as  integration  and 
method  will  be  pursued.  In  this  regard,  I  am 
pleased  to  announce  that  Eunice  Schuytema, 
course  director  in  microbiology,  has  accepted  the 
position  of  Rush  coordinator  of  the  Knox  program. 
We  also  owe  real  thanks  to  Bill  Holmes,  who  served 
through  some  early  bumpy  times;  we  wish  him 
well  in  his  new  post. 

The  liaison  committee  also  expressed  concern 
over  the  affiliated  network  as  it  relates  to  the 
College.  I  will  address  this  also  in  a  moment.  Still, 
in  all,  the  survey  was  quite  positive,  and  the  liaison 
group  recommended  full  accreditation  for  three 
years,  a  longer  period  than  we  have  ever  had 
before. 

During  the  past  six  months,  the  Committee  on 
Educational  Resources  has  been  hard  at  work.  We 
must  set  priorities  with  respect  to  the  use  of 
computer-assisted  instruction,  audiovisual  media, 
the  library,  and  video  electronics,  since  these  are 
expensive  and  dollars  are  limited.  We  are  begin¬ 
ning  to  learn  what  the  faculty  needs  and  wants  to 
use.  Klaus  Kuettner  chairs  the  committee;  he 
would  welcome  your  input. 

A  seminar  was  held  May  1-3  on  the  educational 
process.  The  45  people  there  included  guests 
prominent  in  education,  students,  representatives 
of  faculty  committees,  basic  science  department 
chairman,  and  course  director. 

Three  fundamental  propositions  were  enunci¬ 
ated: 

1.  That  Phases  I  and  II  represent  a  short  seg¬ 
ment  in  a  continuum  of  education  which  by  its 
nature  must  have  clearly  defined  objectives. 

2.  That  the  acquiring  of  skills  and  factual 
knowledge  must  be  balanced  with  education  as  an 
intellectual  pursuit. 

3.  Thirdly,  that  the  learning  environment  must  be 
developed  appropriately. 

These  guided  the  discussions  of  the  curriculum 
as  a  whole,  individual  courses,  academic  support 
services,  and  evaluations.  Decisions  in  this  con¬ 
text  are  made  around  the  students,  the  faculty,  and 
the  program;  emphasis  at  the  conference  was  on 
faculty  and  program. 

Regardless  of  the  approach,  several  points  de¬ 
veloped  prominently;  conference  recommenda¬ 
tions  include: 

1.  Greater  integration  of  this  portion  of  the  cur¬ 
riculum  with  the  student  selection  process  on  the 
one  hand  and  Phase  III  on  the  other. 

2.  Development  of  comprehensive,  clearly- 
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defined  course  objectives. 

3.  Definition  of  the  course  director’s  responsi¬ 
bilities  and  authority. 

4.  Implementation  of  a  more  formal  academic 
support  services  unit  to  provide  expertise  in  evalu¬ 
ation  methodology,  program  assessment,  and 
faculty  development. 

5.  Institution  of  varied  and  on-going  evaluations 
to  provide  information  on  effectiveness,  accepta¬ 
bility  in  the  Rush  educational  environment,  and 
appropriate  directions  for  change. 

The  next  steps  include  formalizing  the  recom¬ 
mendations  on  paper,  ratification,  identifying  indi¬ 
viduals  and  groups  to  be  involved  and  implementa¬ 
tion.  There  will  be  a  similar  think-tank  sessions 
with  regard  to  Phase  III  and  graduate  medical 
education. 

With  the  termination  of  Rush  plans  in  the  branch 
hospitals, the  anticipated  growth  in  Phase  III  en¬ 
rollment,  the  fixed  clinical  resources  in  our  Medi¬ 
cal  Center  and  the  slow  pace  of  core  clerkship 
development  in  the  existing  network  of  affiliated 
hospitals,  our  new  association  with  Mt.  Sinai  Hos¬ 
pital  Medical  Center  provides  recognized  capa¬ 
bility  in  medical  education.  During  the  next  year, 
30  Rush  students  will  have  core  clerkships  at  Mt. 
Sinai  and  we  will  be  exploring  other  areas  for  co¬ 
operative  effort.  The  physicians  and  scientists  at 
Mt.  Sinai  who  formerly  held  faculty  rank  at  Chicago 
Medical  School  are  well  aware  of  the  responsibili¬ 
ties  such  rank  entails;  we  welcome  them  to  our 
own  faculty.  □ 

Report  to  the  Medical  Staff 

By  William  F.  Hejna,  M.D. 

Vice  President  for  Medical  Affairs 

The  bombardment  of  physicians  as  individuals,  of 
physicians  in  organizations,  and  of  the  health  in¬ 
stitutions  has  taken  on  enormous  proportions  and 
many  forms.  We  have  alarming  regulation  of  the 
health  industry;  a  gargantuan  malpractice  insur¬ 
ance  crisis  is  upon  us;  we  have  strikes  by  house 
staff  organizations  and  medical  faculties;  and 
there  exists  a  frustrating,  if  not  disquieting,  pen¬ 
chant  for  the  moving  of  physician-scholars  from 
institution  to  institution. 

I  submit  to  you  now  that  a  common  denominator 
exists  in  all  this.  Many  of  you  will  consider  it 
tangential,  after-the-fact,  or  perhaps  parochial, 
nevertheless,  it  constitutes  a  pragmatic  philosophy 
for  me  and  I  urge  you  to  think  it  through. 


It  strikes  me  that  as  individuals  and  collectively 
we  have  not  adequately  considered  the  nature  of 
contracts  for  which  we  are  responsible.  Indeed, 
we  are  often  not  even  cognizant  of  the  material 
elements  which  make  up  such  a  raional  commit¬ 
ment,  and  we  do  not  consider  the  required  per¬ 
formance  in  these  promises,  whether  they  are 
formalized  by  instrument  or  implied. 

Consider  some  of  the  simplest  definitions  of 
contract: 

By  Williston:  “A  promise  for  breach  of  which 
some  authority  will  award  a  remedy  and  the  per¬ 
formance  of  which  is  recognized  as  a  moral  duty;” 

By  Anson:  “A  binding  agreement  by  which 
rights  to  acts  or  forbearance  are  acquired;” 

By  Blackiston:  “An  agreement  upon  sufficient 
consideration  to  do  or  not  to  do  a  particular  thing.” 

The  concept  of  sufficient  consideration,  which 
is  not  complicated,  applies  to  each  of  these 
definitions.  It  says  that  promises  must  be  com¬ 
municated,  that  a  given  offeree  should  have  knowl¬ 
edge  of  the  intention  of  the  offerer  and  that 
ambiguity  on  the  part  of  either  relinquishes  the 
meaning  to  that  understood  or  perceived  by  the 
other  to  be  intended. 

And  so  what  of  all  this?  The  failure  is  in  a  com¬ 
placency  born  of  good  intention,  but  lacking  in 
commitment.  We  must  recognize  that  increasingly 
we  are  being  called  to  task  for  lack  of  performance 
of  duties  which  are  correctly  perceived  to  be 
rights.  It  is  possible  that  the  intention  was  not 
communicated  well  in  these  instances?  To  what 
limit  do  we  go  to  ensure  that  a  patient  understands 
what  the  treatment  will  or  will  not  do  and  what 
the  beneficial  or  detrimental  effects  may  be?  In¬ 
creasingly,  the  patient  has  successfully  called 
upon  an  authority  to  award  a  remedy  and  it  seems 
that  our  effort  in  this  now  is  to  seek  legislation 
regarding  those  remedies  and  the  process  of 
decision-making  regarding  them.  The  amendments 
being  considered  by  the  lawmakers,  which  drew 
a  significant  physician  lobby  showing  in  Spring- 
field,  seem  sound.  They  include  measures  regard¬ 
ing  statutes  of  limitations  collateral  sources, 
elimination  of  the  Ad  Damnum  judgments  for  spe¬ 
cific  amounts  of  money.  In  my  opinion,  these  are 
necessary  stop-gap  efforts.  The  creation  of  a 
screening  panel  consisting  of  a  doctor,  consumer 
and  attorney  is  worrisome,  however,  from  the 
standpoint  of  both  composition  and  authority.  Its 
permanent  enactment  should  be  weighed  carefully. 
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More  substantively,  we  must  come  to  grips  with 
the  terms  of  the  basic  contract  between  physician 
and  patient  and  thereby  gain  protection  under  the 
law  based  on  those  terms.  Interim  legislation  pro¬ 
viding  adequate  coverage  at  reasonable  cost  might 
gain  the  time  necessary  to  develop  a  more  uni¬ 
versal  law,  which  should  redefine  malpractice 
based  on  the  physician’s  agreement  and  the  nature 
of  the  patient’s  acceptance.  Whatever  measures 
are  adopted — and  I  trust  some  will  be — I  would 
urge  continued  examination  of  this  proposition. 

In  general,  formal  contracts  documented  in  writ¬ 
ing  produce  a  more  stable  situation.  Our  lives  are 
pervaded  with  them.  The  spectrum  ranges  from 
the  purchase  of  a  car  or  home,  to  the  agreements 
made  between  individuals  in  medical  service  cor¬ 
porations  or  salaried  individuals  and  their  institu¬ 
tion,  to  those  of  you  executing  a  funded  research 
project.  Simply  put,  an  offer  is  made  and  accepted 
after  sufficient  consideration,  the  referee  is  iden¬ 
tified,  and  a  certain  stability  is  achieved  in  the 
exchange. 

In  this  context,  our  legal  counsel  and  I  have 
been  negotiating  an  agreement  between  this  insti¬ 
tution  and  its  house  officers.  Recall  please,  if  you 
have  been  able  to  escape  it,  the  climate  in  which 
this  is  being  done.  The  House  Staff  Association 
of  New  York  filed  a  petition  with  the  National  Labor 
Relations  Board,  and  proceeded  to  strike  23  hos¬ 
pitals.  Los  Angeles  has  a  similar  situation.  In 
Chicago,  negotiations  have  broken  down  at  North¬ 
western,  Michael  Reese,  and  the  University  of 
Chicago,  and  the  situation  at  Cook  County  Hospi¬ 
tal  is  tenuous.  You  should  know  that  I  have  been 
proud  of  the  manner  of  conduct  of  our  House  Staff 
Association  Executive  Committee  and  its  counsel 
in  these  deliberations.  The  issues  here  revolve 
around  educational  program,  house  officer  re¬ 
sponsibilities,  representation,  evaluation  mechan¬ 
isms,  and  grievance  procedures.  As  you  might 
guess  from  my  comments  here,  I  believe  in  the 
reduction  of  these  elements  to  writing.  I  am 
pleased  to  report  that  a  contract  has  been  designed 
and  we  are  not  anticipating  the  strike  difficulties 
others  are  experiencing.  On  the  other  hand,  we 
are  looking  at  a  new  era  in  graduate  medical  educa¬ 
tion.  It  will  be  necessary  to  have  on-going  reas¬ 
sessment  of  our  intentions  with  these  programs. 
This  will  require  flexibility  in  our  thinking,  and 
ability  to  adapt,  and  absolute  follow-through. 

Of  deeper  concern  to  me  are  those  so-called 
commitments  which  each  of  us  through  the  organ¬ 


izations  in  medicine  have  made  to  our  public.  We 
have  indicated  that  we  will  provide  reasonable 
medical  coverage  at  reasonable  cost;  a  people’s 
physician  for  everyone;  a  balanced,  yet  advanced 
biomedical  science;  and  well-tailored  graduate 
and  undergraduate  medical  education  programs 
to  meet  these  goals.  There  are  also  the  unwritten 
commitments  of  individuals  to  their  institutions  and 
to  the  creation  of  a  heritage. 

I  submit  that  all  too  frequently  our  commitments 
in  these  regards  are  merely  intentions.  As  scholarly 
physicians  dedicated  to  excellent  patient  care,  we 
must  ask  whether  that  is  in  fact  enough.  True  con¬ 
tracts  must  be  made  by  each  of  us  separately,  and 
by  all  of  us  together.  In  my  view,  this  must  be  done 
to  avoid  further  erosion  of  the  pre-eminent  place 
of  medicine  for  failure  to  deliver;  it  must  be  done 
to  avoid  the  consequence  of  some  authority  seek¬ 
ing  a  remedy  for  breach.  □ 


Medical  Education  in 
the  Rush  Network 

By  Harold  A.  Paul,  M.D. 

Senior  Coordinator  of  the  Network 

The  Rush  hospital  network  now  serves  an  esti¬ 
mated  population  base  of  1.2  million  people.  From 
the  perspective  of  the  Dean’s  office,  key  goals  have 
related  primarily  but  not  exclusively  to  analysis 
and  planning  that  will  accomplish  the  educational 
goals  of  the  Medical  College. 

We  are  continually  assessing  capacity  and  talent 
for  conducting  the  course  “Clinical  Concepts  and 
Skills’’  (or  “Introduction  to  Clinical  Work’’).  This 
course,  which  is  taught  by  volunteer  faculty  who 
give  one  half  day  a  week  for  three  or  more  quarters, 
now  accommodates  the  entire  Phase  II  class  in 
network  community  hospitals.  Special  arrange¬ 
ments  have  been  concluded  with  a  few  non-net- 
work  hospitals  on  a  temporary  basis  while  the 
capacity  of  our  own  network  continues  to  be 
assessed  and  developed. 

Of  the  90  Phase  II  students  in  1975-76,  it  is 
planned  that  75-80  will  be  accommodated  in  net¬ 
work  hospitals,  with  the  remainder  in  three  non¬ 
network  hospitals.  Particular  acknowledgement 
must  be  given  the  course  director  for  efforts 
needed  to  solve  the  logistic  and  educational  con¬ 
trol  in  a  complex  system  in  order  to  implement  the 
course. 
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A  second  area  of  major  concern  is  the  basic  or 
core  clerkships.  The  preponderant  responsibility 
for  this  continues  to  be  at  the  Medical  Center. 
However,  by  1978-79  there  will  be  a  need  to  align 
supplementary  resources  of  sufficient  depth  and 
quality  so  as  to  allow  some  needed  flexibility  in 
individual  student  programs.  It  is  not  anticipated 
that  substantial  support  in  this  sphere  will  ma¬ 
terialize  in  most  network  hospitals.  In  one  or  two 
hospitals,  certain  basic  clerkships  can  be  offered 
in  the  near  future  and  others  could  develop  if 
quality  standards  set  by  this  faculty  are  met.  The 
recent  addition  to  the  network  of  the  Mount  Sinai 
Hospital  Medical  Center  is  most  welcome  in  this 
respect.  Its  tradition  of  providing  education  of  this 
type  and  its  geographic  proximity  should  provide 
substantial  increases  in  reserve  strength  in  this 
area. 

A  small  but  increasing  number  of  students  are 
electing  Phase  III  preceptorships  in  network  hos¬ 
pitals.  In  1971-72  no  students  were  enrolled  in 
these  programs.  In  1973-74,  11  students  were  en¬ 
rolled.  Based  on  six  months  of  data,  we  anticipate 
that  this  number  will  double  in  the  current  aca¬ 
demic  year.  A  recent  survey  of  directors  of  medical 
education  in  each  network  hospital  suggests  that 
as  many  as  80  preceptorships  can  be  offered  in  the 
future.  This  activity  has  been  correlated  through 
the  Office  of  Curriculum  and  Evaluation;  much 
more  organization  will  be  required  before  such 
offerings  are  realized. 

In  the  present  network  outside  of  Rush-Presby- 
terian-St.  Luke’s  Medical  Center  and  Mt.  Sinai, 
approval  or  provisional  approval  has  been  given  by 
appropriate  authorities  for  a  total  of  89  residency 
positions  in  Family  Practice,  Surgery,  Medicine, 
Pediatrics,  and  Obstetrics/Gynecology.  An  addi¬ 
tional  residency  anticipates  a  site  visit  in  June  of 
1975.  Of  the  total  planned  residencies,  approxi¬ 
mately  70%  will  be  in  Family  Practice.  Substantial 
efforts  are  needed  to  convert  these  beginnings 
into  programs  which  will  attract  professionals  to 
provide  medical  care  for  Illinois  communities.  The 
ultimate  success  of  the  network  in  this  respect  will 
require  monumental  effort  from  many  people. 

In  the  past  academic  year.  Rush  faculty  input  in 
continuing  medical  education  in  local  hospitals  has 
totaled  280  lecture  hours,  ranging  from  231  hours 
in  the  most  active  hospital  to  eight  hours  in  the 
least  active.  Indications  are  that  this  activity  will 
increase  substantially  this  year.  Programs  spon¬ 


sored  by  clinical  departments  at  Rush-Presby- 
terian-St.  Luke’s  Medical  Center  have  been  very 
favorably  received  by  network  physicians. 

A  total  of  375  network  physicians  have  now  re¬ 
ceived  faculty  appointments. 

Quadrennial  reviews  are  required  in  each  affili¬ 
ation  agreement.  In  1975,  we  will  be  conducting 
such  reviews  with  the  first  four  hospitals:  Christ, 
West  Suburban,  Swedish  Covenant,  and  LaGrange. 

Research  Affairs 

By  W.  Randolph  Tucker,  M.D. 

Coordinator  of  Research  Affairs 

During  the  past  year,  the  Office  of  Research  Affairs 
has  undergone  some  reorganization  and  signifi¬ 
cant  changes  in  staffing  and  programming  de¬ 
signed  to  make  the  Office  more  responsive  to  the 
needs  of  the  faculty,  as  well  as  to  the  requirements 
of  the  various  government  and  private  funding 
agencies. 

During  the  past  eleven  months,  125  out  of  285 
applications  received  funding.  This  represents  an 
institutional  rate  of  43.8  percent.  Although  the  data 
for  the  complete  fiscal  year  are  not  yet  available,  it 
is  hoped  that  this  will  approximate  the  rate  for  the 
full  year.  Unfortunately,  no  previous  data  are  avail¬ 
able  from  the  Medical  Center,  and  there  are  no 
similar  figures  from  other  institutions  available  for 
comparison.  Nonetheless,  43.8  percent  (nearly  one 
out  of  two  applications)  seems  to  be  a  perfectly 
respectable  rate. 

Of  major  concern  to  all  of  us  has  been  the  further 
incursion  of  the  federal  government  into  research 
areas  during  this  past  year.  Although  the  monitor¬ 
ing  of  human  investigation  is  certainly  necessary, 
the  amount  of  time  now  required  to  satisfy  federal 
regulations  may  outweigh  the  benefits  derived  from 
these  regulations.  In  addition,  these  requirements 
have  further  contributed  to  the  increase  in  the  al¬ 
ready  high  indirect  costs  of  research. 

Although  our  institutional  awards  have  continued 
at  what  would  appear  to  be  a  respectable  figure, 
the  area  of  federal  awards  in  the  future  continues 
to  be  somewhat  unpromising.  The  decision  of  the 
Administration  to  discontinue  the  General  Re¬ 
search  Support  Grant  (GRSG)  will  have  serious 
consequences  for  medical  schools  throughout  the 
country.  Although  it  is  hoped  that  Congress  will 
not  accede  to  the  Administration’s  wishes,  the  pos- 
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sibility  of  certain  cuts  in  funding  certainly  does 
exist. 

Efforts  to  obtain  research  funding  will  have  to  be 
significantly  increased  during  the  conning  year  to 
maintain  our  present  position.  Investigators  should 
take  advantage  of  the  resources  of  the  Office  of 
Research  Affairs  to  uncover  additional  sources  of 
funding  (including  private  sources)  and  to  assist  in 
the  development  of  applications.  □ 


Affirmative  Action  Report 

By  Beverly  Huckman 

Equal  Opportunity  Coordinator  for 

Academic  Affairs 

The  Medical  Center  adopted  its  first  Affirmative 
Action  Program  in  February,  1974.  Six  months  ago, 
the  position  of  Equal  Opportunity  Coordinator  for 
Academic  Affairs  was  created;  it  has  evolved  on 
a  daily  basis  ever  since.  I  am  responsible  for  co¬ 
ordinating  development  and  implementation  of  the 
Affirmative  Action  Program  and  related  policies 
and  procedures  for  the  Medical  College,  including 
but  not  limited  to  hiring,  promotions,  salaries  and 
benefits,  grievance  procedures,  and  the  general 
reduction  of  civil  rights  inequities  for  all  faculty 
and  students,  present  and  future. 

The  interim  Affirmative  Action  Program  devel¬ 
oped  in  February  to  cover  the  period  until  the  pro¬ 
gram  for  Fiscal  Year  ’76  comes  into  being  includes 
a  review  of  the  past  year’s  activities  of  the  Medical 
College  related  to  equal  opportunity.  Among  them: 

1.  The  Equal  Opportunity  Coordinator  for  Aca¬ 
demic  Affairs  was  appointed  and  asked  to  serve 
as  an  ex-officio  member  of  all  search  committees. 

2.  In  January,  1975,  17  per  cent  of  the  salaried 
faculty  of  the  Medical  College  were  women  and 
15  per  cent  were  minorities.  This  represents  a  4 
per  cent  increase  in  women  faculty  and  a  3  per 
cent  increase  in  minority  faculty  since  November, 
1973,  the  date  of  the  Last  Affirmative  Action  Pro¬ 
gram  data. 

3.  Norma  Wagoner,  Ph.D.,  was  appointed  As¬ 
sistant  Dean  for  Admissions.  She  thus  became  one 
of  only  14  women  in  the  country  to  serve  as  a 
Medical  College  dean. 

4.  Due  in  large  measure  to  the  efforts  of  the 
Faculty  Women’s  Association,  the  Committee  on 


Committees  of  the  Medical  College  faculty  has 
established  the  Committee  on  Affirmative  Action. 

5.  There  was  a  special  review  of  the  salaries 
paid  to  the  women  faculty  at  the  Medical  College. 
In  nine  instances  where  inequities  were  found, 
appropriate  adjustments  were  made. 

There  were  at  least  two  areas  where  we  had 
notable  lack  of  success  during  the  past  year: 

1.  Six  department  chairpersons  were  selected, 
none  of  them  minorities  or  women. 

2.  Very  few  minorities  and  women  entered  the 
faculty  at  a  rank  higher  than  assistant  professor, 
and  even  fewer  minority  and  women  faculty  mem¬ 
bers  were  promoted  within  the  College. 

The  Medical  College  has  established  certain 
policies  and  programs  for  the  coming  year  in  the 
interim  affirmative  action  document.  Among  them 
are: 

1.  A  commitment  by  the  Medical  College  to 
make  efforts  to  find  a  qualified  woman  and  minority 
for  the  two  open  chairman  positions  in  Physiology 
and  Family  Practice. 

2.  Establishment  of  a  resource  pool  which  will 
provide  an  initial  source  of  information  by  depart¬ 
ment  on  potential  candidates  for  faculty  and 
administrative  positions. 

3.  Improvement  of  the  internal  system  of  adver¬ 
tising  positions  by  posting  all  faculty  and  admin¬ 
istrative  vacancies  in  each  department  and  by 
including  in  each  issue  of  NewsRounds,  a  special 
column  announcing  all  open  positions. 

4.  Regular  advertising  in  publications  likely  to 
reach  under-represented  on  the  faculty,  such  as 
the  Newsletter  of  the  Association  of  Women  in 
Science  and  the  Journal  of  the  National  Medical 
Association. 

5.  Creation  of  an  “in-house”  program  in  each 
department  for  identifying  and  promoting  the  de¬ 
velopment  of  candidates  for  administrative  posi¬ 
tions  among  minority  and  women  faculty  members. 

6.  Review  of  the  faculty  rank  of  every  woman 
and  minority,  with  promotions  where  indicated. 

7.  Pursuit  of  a  policy  on  the  payment  of  preg¬ 

nancy  disability  benefits;  several  months  ago,  the 
Dean  appointed  a  committee  to  consider  the  medi¬ 
cal  implications  of  this  issue  and  to  make  appro¬ 
priate  recommendations.  Because  this  issue  is 
receiving  so  much  national  attention,  the  report 
of  this  committee  could  have  an  impact  far  beyond 
the  Medical  Center.  □ 
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The  Work  of  the  Special 
Assistant  to  the  Dean 

The  Principal  Advisor  Program 

When  Edward  Eckenfels  first  took  over  respon¬ 
sibility  for  the  principal  advisor  program  eighteen 
months  ago,  he  found  the  majority  of  students  dis¬ 
satisfied  with  the  program,  although  they  had  high 
hopes  for  it.  A  recent  survey  of  the  current  Phase  I 
students,  in  which  about  three-quarters  of  the  class 
participated,  indicated  that  around  85%  of  the  re¬ 
spondents  were  now  satisfied  with  their  advisor, 
with  about  two-thirds  “extremely”  or  “very”  satis¬ 
fied.  The  majority  of  the  students  had  maintained, 
to  some  extent,  a  warm,  personal  relationship  with 
a  faculty  member  who  is  concerned  about  their 
welfare.  One  of  the  most  impressive  things  about 
the  present  program  is  the  general  attitude  of  trust 
and  friendship  among  students  regarding  their  ad¬ 
visors— due  primarily  to  good  matching  and  infor¬ 
mative  orientation  on  the  part  of  the  coordinator. 

When  Mr.  Eckenfels  first  took  over,  there  were 
about  25  committed  advisors.  The  number  has 
since  grown  to  62  participants.  Around  70%  are 
physicians,  the  rest  being  basic  scientists;  one  out 
of  five  is  a  woman;  about  10%  are  non-white;  most 
are  in  their  late  thirties  or  early  forties;  and  three- 
fourths  are  below  the  rank  of  professor,  with  over 
40%  at  the  associate  professor  level. 

A  significant  factor  in  the  success  of  the  relation¬ 
ship  is  for  the  advisors  to  be  available  to  listen  and 
to  discuss  with  the  advisees  their  experiences, 
problems,  hopes  and  aspirations  as  they  go 
through  the  taxing  process  of  undergraduate  med¬ 
ical  education.  Advisors  have  counseled  their  stu¬ 
dents  on  such  specific  matters  as  seeking  psycho¬ 
logical  help  for  personal  problems;  getting  tutoring 
for  academic  difficulties;  and  helping  them  make 
specialty-related  decisions  so  they  can  maximize 
their  benefits  from  the  school.  There  is  also  a  fairly 
definite  chronology  to  many  of  the  kinds  of  re¬ 
quests  made  by  student  advisees.  Sequential  orien¬ 
tation  of  the  principal  advisors  by  the  coordinator 
has  been  very  helpful  in  preparing  them  to  deal 
with  this  series  of  events  in  a  systematic  fashion. 

In  sum,  the  type  of  program  that  has  been  estab¬ 
lished  has  been  based  on  the  premise  that  a  rela¬ 
tionship  with  a  mature,  active  faculty  member  can 
be  an  extremely  important  form  of  tension  release 
and  reassurance  for  an  anxious  student  struggling 
under  the  pressures  of  today’s  rapidly  changing 


medical  education.  A  core  group  of  highly  com¬ 
mitted  advisors  has  been  responsible  for  the  suc¬ 
cess  of  the  program  so  far. 

The  Role  of  Ombudsman 

Mr.  Eckenfels,  whose  office  is  located  in  the  class¬ 
room  areas,  averages  between  one  and  two  hours 
a  day  talking  with  students  about  a  wide  variety  of 
topics  ranging  from  personal  problems  to  the  daily 
routines  of  adapting  to  life  at  a  major  medical  cen¬ 
ter  in  a  huge  metropolis.  His  door  is  always  open 
to  students,  and  he  has  access  to  the  Dean.  The 
students  trust  him  and  see  him  as  an  advocate  in 
their  behalf.  For  some  students  he  serves  as  prin¬ 
cipal  advisor.  He  also  works  in  close  cooperation 
with  the  Associate  Deans  for  Student  Affairs  and 
Curriculum  and  Evaluation. 

Evaluation  Studies 

Although  no  formal  mechanism  has  yet  been 
established  to  systematically  assess  courses  and 
teaching,  Mr.  Eckenfels  inherited  this  task  as  part 
of  his  responsibility.  He  has  attempted  to  design 
instruments,  gather  and  analyze  the  data,  sum¬ 
marize  the  results  and  disseminate  findings  to  ap¬ 
propriate  sources,  guaranteeing  confidentiality  to 
all  individuals  involved.  Though  participation  on 
the  part  of  the  students  has  been  far  from  total 
and  less  than  random,  it  has  served  as  the  only 
source  of  student  feedback  to  the  faculty  on  the 
curriculum  and  level  of  teaching.  Some  course 
directors,  viewing  the  outcome  of  these  evaluations 
as  an  important  source  of  information,  have  insti¬ 
tuted  changes  in  their  courses  which  have  been 
received  with  favor  by  both  students  and  faculty. 

Mr.  Eckenfels  also  conducts  special  studies  for 
the  Dean  and  his  staff.  His  most  recent  study 
focused  on  the  changing  patterns  of  the  clinical 
professional  staff  since  the  re-opening  of  the  med¬ 
ical  college.  These  data  have  been  used  in  the 
accreditation  reports  prepared  for  the  Association 
of  American  Medical  Colleges,  and  papers  are 
being  prepared  for  publication  on  the  results  of  this 
investigation.  They  are  also  writing  a  paper  for 
submission  to  the  Journal  of  Medical  Education  on 
the  Principal  Advisor  Program.  □ 

Admissions  Report 

By  Norma  E.  Wagoner,  Ph.D. 

Assistant  Dean,  Admissions 

On  the  national  scene,  some  45,000  applicants 
have  applied  for  15,000  positions  with  each  appli- 


cant  submitting  an  average  of  7.7  applications  to 
the  114  medical  schools  in  the  United  States.  It  is 
no  wonder  that  this  has  created  a  tremendous 
amount  of  anxiety  for  both  students  and  Admis¬ 
sions  Committees  alike. 

All  too  often  application  to  medical  school  is 
done  by  random  selection— usually  based  on  statis¬ 
tical  odds  determined  by  misinformation.  We  are 
in  hope  that  the  admissions  brochure  we  have  pro¬ 
duced  will  enable  students  to  select  Rush  on  the 
basis  of  whether  the  educational  opportunities  are 
in  line  with  their  personal  goals. 

How  do  we  select  the  110  entering  Rush  students 
from  the  3,378  who  applied?  The  Committee  on 
Admissions  has  selected  roughly  90%  of  the  class, 
with  the  final  decisions  to  come  in  the  next  few 
weeks.  When  the  class  is  complete,  84  students 
will  take  their  first  year  at  the  Medical  Center  cam¬ 
pus,  16  at  the  Knox  campus  and  10  at  the  Grinnell 
campus.  Of  the  84  spending  their  first  year  at  Rush, 
12  will  be  offered  the  opportunity  to  participate  in 
the  accelerated  program. 

The  statistical  breakdown  for  those  who  have 
been  sent  letters  of  acceptance  is  as  follows; 


Total  Acceptances  Sent— 161 
Definite  Acceptances  to  date  87 


a.  3  years  of  college  6 

b.  B.A.  degree  24 

c.  B.S.  degree  45 

d.  M.A.  degree  4 

e.  M.S.  degree  6 

f.  Ph.D.  degree  2 

g.  Other  0 

h.  Men  (70%)  61 

i.  Women  (30%)  26 


Declines  65 

1 

26 

30 

0 

5 

2 

1 
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21 


Rush  at  Medical  Center  Campus  Acceptances 
Sent — 134 

Definite  Acceptances  to  date 


a.  3  years  of  college 

b.  B.  A.  degree 

c.  B.S.  degree 

d.  M.A.  degree 

e.  M.S.  degree 

f.  Ph.D.  degree 

g.  Other 

h.  Men 

i.  Women 

i.  Minorities 


72 

~3 

19 

38 

4 

6 

2 

0 

48 

24 

6 


Declines  57 
0 

24 

25 
0 
5 
2 
1 

37 

20 

8 


Rush  at  Grinnell  Campus  Acceptances  Sent— 12 


Definite  Acceptances  to  date 

8 

Declines  3 

a.  3  years  of  college 

2 

0 

b.  B.A.  degree 

2 

2 

c.  B.S.  degree 

4 

1 

d.  Men 

8 

3 

e.  Women 

0 

0 

f.  Minorities 

0 

0 

Rush  at  Knox  Campus  Acceptances— 

15 

Definite  Acceptances  to  date 

7 

Declines  5 

a.  3  years  of  college 

1 

1 

b.  B.A.  degree 

3 

0 

c.  B.S.  degree 

3 

4 

d.  Men 

5 

1 

e.  Women 

2 

1 

f.  Minorities 

0 

1 

The  average  age  of  Rush-Medical 

Center  stu- 

dents  who  have  accepted  is  24,  with  the  range 
being  between  20  and  34.  Rush-Grinnell  students 
average  21  years  of  age  and  Rush-Knox  20.7  years. 

Some  38  colleges  and  universities  have  served 
as  the  undergraduate  institutions  from  our  in¬ 
coming  class.  The  majority  of  matriculating  stu¬ 
dents  are  from  the  University  of  Illinois,  with  18 
having  attended  the  Circle  campus  and  12  the  Ur- 
bana  campus.  Our  next  largest  representations  are 
from  Northwestern  University  (8),  then  Washington 
University  (4)  and  the  University  of  Wisconsin  (4). 

To  focus  on  the  selection  procedures  at  Rush, 
consider  that  650  applicants  have  already  been  in¬ 
terviewed.  Each  applicant  is  seen  by  two  faculty 
members,  a  student  and  an  admissions  officer— 
thus  generating  a  total  of  2600  interview  reports. 
In  spite  of  the  demanding  amount  of  time  involved 
in  committee  deliberations  (37.62  man-hours  per 
meeting),  I  am  pleased  to  say  that  of  all  the  com¬ 
mittees  on  which  I  have  served  at  Rush,  the  Com¬ 
mittee  on  Admissions  and  Interviewing  is  perhaps 
most  conscientious  in  attendance.  Attendance  is 
extremely  high,  even  with  five  evening  meetings. 
Moreover,  not  only  do  the  Committee  members 
participate  actively  in  the  meetings,  but  the  ma¬ 
jority  share  in  the  interview  process. 

In  thanking  all  of  you  who  have  so  generously 
given  of  your  time,  I  wish  to  share  with  you  com¬ 
ments  from  one  of  the  students  who  accepted 
Rush,  but  later  declined: 

“Of  all  the  schools  I  have  visited  with  during  my 
interview  trips  (about  ten),  none  impressed  me 
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more  than  Rush.  The  dedication,  social  concern, 
and  diversity  of  students  were  qualities  I  did  not 
find  matched  elsewhere.  Furthermore,  the  faculty 
who  interviewed  me  were  deeply  committed  during 
this  forum  to  ascertaining  the  extent  to  which  I 
possessed  the  non-academic  imperatives  neces¬ 
sary  to  make  a  good  physician.  Were  it  not  for  the 
personal  reasons  stated  above,  I  would  have  se¬ 
lected  Rush  as  my  medical  school. . . 

This  is  fairly  typical  of  the  feedback  we  get  from 
students  who  interview  at  Rush,  and  I  think  speaks 
highly  of  the  commitment  we  have  made  to  the 
process  of  selecting  the  best  students  for  Rush. 

However,  in  these  times  of  financial  exigencies, 
it  is  imperative  to  constantly  monitor  a  process  of 
this  type  which  is  so  demanding  of  faculty  time. 
We  are  currently  working  with  Dr.  Hejna  to  set  up 
a  workshop  on  admissions  in  September,  in  order 
to  inform  faculty  members  who  are  on  the  Com¬ 
mittee  as  well  as  those  who  interview  or  would 
like  to  interview  about  the  admissions  process. 
Plans  include  review  of  video-taped  interviews,  and 
discussion  of  the  interview  write-up  and  the  kinds 
of  information  most  helpful  to  the  committee  in 
their  deliberations.  We  will  also  have  a  mock  com¬ 
mittee  meeting  with  the  presentation  of  fictitious 
candidates  in  order  for  faculty  to  perceive  how  the 
selection  process  occurs.  There  will  also  be  dis¬ 
cussion  on  what  types  of  questions  cannot  be 
asked  of  candidates  due  to  recent  legal  rulings. 

Traditional  data  (grade  point  average  and  med¬ 
ical  college  admission  test  scores)  have  all  too 
often  been  used  as  the  focal  criteria  for  selection. 
Today,  more  and  more  attention  is  being  given  to 
the  role  of  nonintellectual  parameters  in  the  forma¬ 
tion  of  the  future  physician.  Thus,  the  interview  has 
become  an  important  tool  in  assessing  such  qual¬ 
ities  as  personality,  attitudes  and  value  measure¬ 
ments.  However,  the  difficulty  in  establishing 
parameters  and  assessing  them  in  a  uniform  man¬ 
ner  makes  it  much  simpler  to  exclude  rather  than 
include  these  factors.  In  1974,  E.  F.  Campbell  et  al. 
in  an  article  entitled  “Selection  of  Medical  Stu¬ 
dents— A  Burning  Question,’’  emphasized  humani¬ 
tarian  requirements  necessary  for  effective 
“doctoring’’: 

“Added  to  a  reasonable  and  appropriate  level  of 
technological  knowledge  and  skill,  successful  doc¬ 
toring  calls  for  a  strong,  general  and  well-balanced 
personality,  an  understanding  of  human  behavior 
and  emotional  life,  a  particular  ability  to  care  about 


patients  as  people,  courage  to  face  them  when  they 
are  beset  by  anxiety  and  fears,  and  the  ability  to 
stick  with  them  and  support  them  as  long  as  their 
need  exists.  At  this  level,  it  does  not  require  a  great 
scientific  brain  to  be  a  very  good  doctor.” 

Dr.  Daniel  Funkenstein  at  Harvard,  who  is  con¬ 
cluding  a  15-year  study  on  Medical  Students  and 
Medical  Schools  During  Three  Eras,  contends  that 
if  medical  schools  continue  to  admit  students  pri¬ 
marily  on  the  basis  of  academic  aptitude,  we  can 
predict  a  decrease  in  the  number  of  graduates  who 
will  choose  to  provide  primary  medical  care.  The 
data  show  that  students  with  high  MCAT  scores 
educated  in  medical  schools  of  high  repute  find 
primary  care  intellectually  unexciting  and  may  be 
mismatched  in  terms  of  intellectual  ability  and  edu¬ 
cation  to  perform  primary  care. 

The  commitment  has  been  made  at  Rush  to  pro¬ 
vide  a  large  number  of  primary  care  physicians; 
concomitant  with  this  is  the  desire  to  provide  care 
to  underdoctored  areas,  both  rural  and  urban.  A 
grant  proposal  to  be  submitted  in  the  next  few 
months  will  address  itself  to  the  latter  problem: 
How  can  we  identify  sophomores  in  inner  city  high 
schools  who  would  have  good  potential  for  meet¬ 
ing  this  need?  Once  this  determination  has  been 
made,  we  then  would  provide  ways  to  enhance  their 
understanding  of  the  role  of  a  physician  in  the 
urban  area  and  advise  them  of  realistic  ways  of 
achieving  this  goal. 

Of  more  immediate  concern  is  recruitment 
of  minority  applicants  to  Rush.  Our  minority  appli¬ 
cant  pool  has  been  steadily  decreasing  for  the  past 
three  years  and  is  now  at  its  lowest  level,  4.4%. 
Many  of  our  minority  medical  students  have  been 
actively  working  with  me  on  this  problem,  going  to 
high  schools  and  colleges  in  the  Illinois  area  to 
speak  to  students  about  Rush.  We  intend  to  expand 
this  effort  greatly  in  the  coming  months. 

We  will  soon  have  two  graduated  classes  who 
were  selected  by  admissions  committees  here,  who 
completed  Phase  I,  Phase  II  and  most  of  Phase  III 
at  the  Medical  Center,  and  who  are  now  in  resi¬ 
dency  programs.  This  control  group  will  provide  us 
with  the  opportunity  to  study  the  selection  process 
in  terms  of  long-range  goals.  We  propose  to  ana¬ 
lyze  admissions  parameters  (both  cognitive  and 
noncognitive),  changes  in  stated  goals  by  these 
students,  and  Rush’s  influence  in  their  decision. 
This  sort  of  long-range  information  will  aid  in  the 
school’s  selection  and  education  processes. 
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In  this  time  of  great  ferment  and  experimentation 
in  medical  education,  curriculum  changes  are 
widespread  in  the  older  medical  schools  and  many 
new  medical  schools  have  been  founded  to  enable 
faculty  to  plan  innovations  in  medical  education 
unfettered  by  patterns  of  tradition.  Almost  no  one 
mentions  the  fact  that,  as  word  of  the  school’s  new 
image  and  reputation  is  spread,  the  pool  of  appli¬ 
cants  is  altered  by  the  mechanism  of  self-selec¬ 
tion— in  addition  to  more  general  factors  that  affect 
all  who  apply  for  admission.  But  so  much  is  under¬ 
taken  today  on  a  hunch  or  with  an  eye  only  to  what 
changes  will  break  the  lock-step  of  classical  med¬ 
ical  education  that  there  has  been  very  little 
attempt  to  assess  what  has  been  accomplished. 
The  results  from  longitudinal  studies  of  a  school’s 
products— its  graduates— are  a  prime  criterion  by 
which  an  institution  can  conduct  a  self-examination 
of  its  selection  and  educational  programs  in  con¬ 
junction  with  the  school’s  overall  objectives  or 
purposes.  □ 


Dr.  Wagoner 


Report  on  Financial  Aid 

By  Leo  M.  Henikoff,  M.D. 

Associate  Dean  for  Student  Affairs 

There  are  four  areas  dealing  with  financial  aid 
that  may  be  of  special  interest.  The  first  is  sources 
of  funds.  The  second  is  how  we  go  about  ascertain¬ 
ing  the  financial  aid  award  for  a  given  student. 
The  third  is  the  current  picture  in  terms  of  amount 
of  funding  and  need,  and  the  fourth  is  a  prediction 
of  what  is  in  store  for  us  in  the  long  run. 

In  the  past  we  have  had  an  abatement  grant 
given  to  Illinois  residents  as  a  reduction  in  tuition. 
This  will  not  be  given  to  students  in  the  entering 
class  this  year  but  will  continue  to  be  given  to 
students  in  the  school  who  received  the  abatement 
grant  previously.  We  receive  scholarship  funds 
from  private  foundations  and  from  the  federal  gov¬ 
ernment  in  the  form  of  Health  Profession  Educa¬ 
tional  Assistance  funds.  We  receive  considerable 
and  diverse  support  from  the  RPSL  family,  includ¬ 
ing  a  scholarship  from  the  medical  staff,  a  scholar¬ 
ship  from  the  faculty  wives,  scholarships  from 
individual  faculty  members,  scholarships  from 
alumni  and  indeed  a  scholarship  from  the  students, 
from  the  class  graduated  in  1974.  Loan  monies  are 
available  in  the  form  of  state-guaranteed  loans. 
We  do  not  administer  these,  but  we  endorse  certi¬ 
fication  of  need  so  that  the  student  may  receive  a 
loan  guaranteed  by  the  state  from  a  bank.  Federal 
loans  we  do  administer,  as  well  as  money  allocated 
to  us  in  the  HPEA  program  and  funds  from  private 
sources  to  lend  to  students.  This  is  where  we  get 
the  money  for  financial  aid. 

Approximately  60%  of  our  students  receive  fi¬ 
nancial  aid:  with  a  school  population  of  325  stu¬ 
dents,  in  academic  year  1975-76,  180-190  students 
will  receive  aid.  How  do  we  determine  an  individual 
student’s  need  for  financial  aid? 

We  start  out  by  assuming  a  figure  for  maximal 
total  indebtedness  at  the  end  of  education.  As¬ 
sume  for  a  moment  that  the  educational  debt  maxi¬ 
mum  that  we  use  is  $15,000.  Assume  that  a  student 
enters  Rush  at  the  first-year  level  currently  holding 
a  debt  of  $3,000,  for  education,  not  for  cars.  The 
student  thus  has  a  debt  room  (a  phrase  coined  by 
Dr.  Graettinger)  of  $12,000.  If  expenses  for  the  first 
year  are  $7,000,  and  if  by  an  independent  third- 
party  assessment  of  ability  to  pay  for  one’s  own 
education — we  use  GAPSFAS,  which  is  a  service 
in  Princeton,  New  Jersey  which  assesses  financial 
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status — this  student  and  his  family  could  con¬ 
tribute  $2,000  for  the  first  year,  there  would  be  a 
need  of  $5,000.  If  the  debt  room,  as  I  mentioned, 
were  $12,000,  we  would  say  that  for  the  first  year 
the  most  debt  that  should  be  incurred  would  be 
one-fourth  of  the  debt  room,  or  $3,000,  so  that 
$2,000  should  be  awarded  as  scholarship  and 
$3,000  as  loan.  The  philosophy  behind  this  sort  of 
calculation  is  that  financial  aid  should  be  based 
entirely  upon  need,  and  there  must  be  an  effort  to 
equalize  and  put  a  maximum  on  total  indebtedness 
at  the  end  of  the  educational  experience. 

How  do  we  get  the  magic  number,  $15,000  of 
total  indebtedness?  If  the  number  is  lower,  more 
aid  for  a  given  student  has  to  be  scholarship  and 
less  aid  loan.  Basically  the  magic  number  of  ter¬ 
minal  indebtedness  is  calculated  on  the  basis  of 
two  variables  (1)  total  student  need,  and  (2)  our 
resources  for  scholarship  funds. 

The  current  picture  is  negative.  We  are  having 
increasing  financial  aid  needs  next  year  for  two 
reasons:  We  are  increasing  our  student  body  by 
14%,  and  we  are  also  faced  with  increased  costs 
of  12% — so  we’re  increasing  our  financial  need 
by  some  26%. 

In  1974  total  scholarship  funds  awarded  for  the 
1974-75  academic  year  were  $433,000.  This  in¬ 
cludes  the  abatement  grant  to  our  students  for 
Illinois  residency  of  $325,000,  so  really  we  are 
talking  about  awarding  funds  beyond  the  abate¬ 
ment  grant  of  $109,000.  Our  total  scholarship 
money  available  as  projected  now  for  1975-76  will 
decrease  by  24%,  in  the  face  of  a  need  increased 
by  26%.  Available  loans  through  the  school  were 
$105,000  in  1974-75  and  are  projected  to  decrease 
by  about  10% .  State-guaranteed  loans,  which  were 
very  important  to  our  students,  amounted  to  about 
$146,000  in  1974;  looking  at  all  these  data,  this  is 
the  only  source  by  which  we  can  even  come  close 
to  meeting  the  needs  of  the  student  for  1975-76: 
we  will  have  to  get  state-guaranteed  loans  of  some 
$400,000  instead  of  $146,000,  just  to  make  up  the 
financial  need  of  this  student  body. 

The  fourth  area  I’d  like  to  speak  about  is  what’s 
going  to  happen  in  the  long  run.  The  federal  gov¬ 
ernment  does  not  wish  to  support  student  en¬ 
deavors  in  medical  school  through  the  school. 
Federal  scholarship  funds  given  to  us  to  disburse 
have  been  cut  from  $50,000  in  1973  to  a  hoped  and 
prayed-for  $15,000  in  1975.  We  won’t  know  until 
after  school  starts.  The  HPEA  loans,  which  were 
$87,000  in  1973,  hopefully  could  be  $71,000  in 
1975. 


In  the  private  sector,  there  are  problems. 
National  Medical  Fellowships  to  help  support 
minority  students  in  medical  school  gave  us 
awards  of  $27,000  two  years  ago;  we  are  hoping 
for  awards  of  $5,000  to  $6,000  for  this  coming  year. 

The  slope  is  downward.  Current  funding  mech¬ 
anisms  are  not  going  to  slope  upward  as  far  as  I 
can  see,  and  funding  is  going  to  have  to  change. 
Tuition  is  increasing  to  more  nearly  account  for  the 
cost  of  medical  education  because  the  reporting 
that  we  must  do  through  agencies,  both  in  research 
and  in  patient  care,  are  demanding  accurate  cost 
accounting.  Increasing  tuition  and  decreasing  aid 
will  force  one  of  three  alternatives:  (1)  Most  medi¬ 
cal  students  will  undergo  some  form  of  indentured 
servitude  to  the  federal  government  to  pay  for 
their  medical  education,  or  (2)  admissions  policies 
could  change  to  accept  only  those  individuals  who 
could  afford  to  pay  for  medical  education,  or  (3)  a 
more  sensible  approach  of  personal  responsibility 
financially  for  one’s  education  could  obtain  in  the 
form  of  income-contingent  loans.  This  is  a  some¬ 
what  new  idea:  a  medical  student  would  agree 
that  a  certain  percentage  of  his  income  for  life 
would  be  paid  back — a  mortgaging  of  one’s  pro¬ 
fessional  career  until  the  total  loan  is  paid. 

These  are  the  possibilities  of  funding  medical 
education  in  the  future.  There  are  others,  and  I’m 
sure  that  the  situation  is  going  to  be  forced  in  the 
foreseeable  future. 


Dr.  Henikoff 
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New  Chairmen  in 
Four  Departments 


Dean  Hejna  has  announced  the  appointments  of 
four  new  chairmen:  David  D.  Caldarelli,  M.D., 
otolaryngology  and  bronchoesophagology;  Paul  E. 
Carson,  M.D.,  pharmacology;  Anthony  J.  Schmidt, 
Ph.D.,  anatomy;  and  Ronald  S.  Weinstein,  M.D. 
pathology.  The  first  three  appointments  are  already 
in  effect;  Dr.  Weinstein’s  is  effective  July  1,  1975. 

Dr.  Caldarelli  joined  the  Medical  Center  staff  in 
1971  and  is  now  associate  professor  and  senior 
attending  physician.  He  has  written  extensively 
on  ear  and  throat  disorders,  and  has  taken  a 
special  research  interest  in  diseases  of  the  middle 
ear.  A  graduate  of  the  University  of  Illinois  Col¬ 
lege  of  Medicine,  he  served  his  internship  and 
residency  at  Presbyterian-St.  Luke’s  Hospital  and 
also  took  an  otolaryngology  residency  at  the  Uni¬ 
versity  of  Illinois  Eye  and  Ear  Infirmary  and 
Research  and  Education  Hospitals.  He  has  been 
awarded  a  Ford  Foundation  Fellowship,  a  Borden 
Research  Award,  and  a  National  Institutes  of 
Health  physiology  grant. 

Dr.  Carson,  currently  senior  attending  physician 
and  professor  of  pharmacology  and  of  medicine, 
also  joined  the  Medical  Center  staff  in  1971  after 
an  association  with  the  University  of  Chicago  that 
began  in  1955,  when  the  National  Institutes  of 
Health  assigned  him  to  the  Army  Medical  Re¬ 
search  Project  on  Malaria  at  Stateville  Peniten¬ 
tiary  at  Joliet.  Dr.  Carson  became  director  of  the 
Malaria  Project  in  1969  and  held  that  position 
until  the  program  was  ended  by  the  State  Bureau 
of  Prisons  in  January,  1975. 

Dr.  Carson  is  a  graduate  of  Harvard  Medical 
School  and  served  both  internship  and  residency 
at  Presbyterian  Hospital.  His  special  research 
interest  is  in  chemotherapy,  the  metabolic  effects 
and  interactions  of  therapeutic  drugs  and  the  role 
of  genetic  factors  in  the  metabolism  of  drugs. 
He  has  served  in  clinical  research  capacities  with 
the  Atomic  Bomb  Casualty  Commission  in  Hiro¬ 
shima,  Japan  and  with  the  Brookhaven  National 
Laboratory.  He  has  published  widely  on  problems 
of  malaria,  blood  chemistry,  and  metabolism. 

Dr.  Schmidt  was  professor  of  anatomy  at  the 
University  of  Illinois,  where  he  had  taught  from 
1958  until  his  recent  appointment  as  chairman  of 
anatomy  at  Rush-Presbyterian-St.  Luke’s.  He  has 
also  served  as  an  instructor  of  biology  at  Prince¬ 
ton  after  receiving  his  Ph.D.  there.  He  has  been  a 
consultant  to  the  National  Science  Foundation, 
and  has  also  served  on  the  Educational  Affairs 
committee  of  the  American  Association  of 
Anatomists. 


Dr.  Schmidt’s  research  has  focused  on  regen¬ 
eration  of  skin,  muscles  and  nerves  in  amphibians 
and  mammals,  particularly  in  the  reconstruction 
of  adult  salamander  limbs.  The  main  thrust  of  his 
publications  has  been  on  limb  regeneration. 

Dr.  Weinstein  is  associate  professor  of  pathol¬ 
ogy  at  Tufts  University  School  of  Medicine,  where 
he  received  his  M.D.  He  has  been  a  teaching  fel¬ 
low  at  Harvard  University  School  of  Medicine  and 
a  member  of  the  staff  of  the  New  England  Medical 
Center  Hospitals  in  Boston.  From  1970-72  he  was 
on  active  duty  as  a  major  in  the  U.S.  Air  Force 
and  served  as  assistant  chief  of  pathology  and 
experimental  toxicologic  pathologist  at  the  Aero¬ 
space  Medical  Research  Laboratory. 

Dr.  Weinstein  has  concentrated  his  research 
work  on  the  structure  and  function  of  cell  mem¬ 
branes,  mechanisms  of  tumor  formation  and  en¬ 
vironmental  toxicology.  He  has  made  notable 
contributions  to  the  development  of  precise  elec¬ 
tron  microscopy  techniques  in  studying  cell  sur¬ 
faces.  □ 


Dr.  Schmidt 


Dr.  Weinstein 
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staff  Members 
Honored  for 
Their  Service 


Thirteen  present  and  former  members  of  the 
medical  staff  were  honored  for  their  service  to  the 
Medical  Center  during  ceremonies  at  the  annual 
medical  staff  meeting  in  May. 

Certificates  of  recognition  were  presented  by 
Edward  McCormick  Blair,  chairman  of  the  Execu¬ 
tive  Board  of  the  Trustees,  and  James  A.  Campbell, 
M.D.,  president.  Those  honored  and  their  years  of 
service  are: 

50  Years 

Mary  M.  Lyons,  M.D.,  emeritus  in  anesthesiology, 
former  attending  physician  and  professor.  Dr. 
Lyons  was  chairman  of  the  Department  of  Anes¬ 
thesiology  from  1948  to  1951  and  retired  from 
active  service  in  1954.  A  graduate  of  Loyola  Uni¬ 
versity  Stritch  School  of  Medicine,  she  was  one  of 
the  first  in  the  field  to  be  certified  by  the  American 
Board  of  Anesthesiologists.  Widely  recognized  for 
her  pioneering  efforts  in  the  administration  of 
ethylene  oxygen  anesthesia,  she  began  using  it  in 
1923  at  Presbyterian  Hospital. 

45  Years 

Alfred  D.  Biggs,  M.D.,  (’22),  emeritus  in  pedi¬ 
atrics  and  former  attending  physician  and  profes¬ 
sor.  He  served  both  internship  and  residency  at 
St.  Luke’s  Hospital. 

Louis  Gdalman,  R.Ph.,  senior  attending  scientist 
and  professor  in  medicine.  He  is  widely  recognized 
for  his  contributions  to  the  profession  of  hospital 
pharmacy  and  to  the  improvement  of  pharmaceu¬ 
tical  practice.  Mr.  Gdalman  is  director  of  the  Master 
Poison  Control  Information  Center  of  Chicago  and 
is  a  fellow  of  the  Institute  of  Medicine. 

Stanley  E.  Lawton,  M.D.,  (’26),  emeritus  in  gen¬ 
eral  surgery,  former  attending  surgeon  and  pro¬ 
fessor  of  surgery.  He  did  post-graduate  work  at 
Presbyterian  Hospital  and  the  Universities  of 
Vienna  and  Berlin. 

40  Years 

Paul  H.  Holinger,  M.D.,  senior  attending  physi¬ 
cian  and  professor  of  otolaryngology  and  broncho- 
esophagology.  Dr.  Holinger,  who  is  internationally 
known,  served  as  president  of  the  medical  staff  in 
1955.  He  is  a  graduate  of  Northwestern  University 
Medical  School. 

William  H.  Holmes,  D.D.S.,  senior  attending  phy¬ 
sician  and  professor  in  dental  and  oral  surgery.  A 
graduate  of  Northwestern  University  Dental  School, 
he  served  both  internship  and  residency  at  St. 
Luke’s  Hospital. 


35  Years 

John  T.  Reynolds,  M.D.,  senior  attending  sur¬ 
geon  and  professor.  A  graduate  of  the  University  of 
Illinois  College  of  Medicine,  he  completed  his  res¬ 
idency  at  the  University  of  Illinois  Hospitals.  He  is 
a  past  president  of  the  Chicago  Surgical  Society. 

30  Years 

Robert  A.  Beebe,  M.D.,  senior  attending  physi¬ 
cian  and  assistant  professor  of  gynecology  and 
obstetrics.  A  graduate  of  the  University  of  Illinois 
College  of  Medicine,  Dr.  Beebe  was  director  of  the 
first  family  planning  clinic  at  Presbyterian-St. 
Luke’s  Hospital. 

Janet  R.  Kinney,  M.D.,  senior  attending  physi¬ 
cian  and  associate  professor  of  medicine.  “One  of 
the  most  dedicated  of  physicians,  she  uses  public 
transportation  to  make  housecalls,’’  a  long-time 
colleague  says  of  her. 

Rigby  C.  Roskelley,  M.D.,  senior  attending  phy¬ 
sician  and  professor  of  medicine.  A  past  president 
of  the  medical  staff,  he  graduated  from  Northwest¬ 
ern  University  Medical  School,  interned  at  Wesley 
Memorial  Hospital  and  served  a  residency  at  Yale 
University  School  of  Medicine. 

25  Years 

Frank  B.  Kelly,  Jr.,  M.D.,  senior  attending  phy¬ 
sician  and  associate  professor  of  medicine.  He 
served  both  internship  and  residency  at  St.  Luke’s 
Hospital  after  graduating  from  Chicago  Medical 
School. 

Harold  M.  Spinka,  M.D.,  associate  attending 
physician  and  assistant  professor  of  dermatology. 
He  attended  Chicago  Medical  School,  interned  at 
Christina  Welfare  Hospital,  East  St.  Louis,  and 
graduated  from  Cook  County  Graduate  School  of 
Medicine. 

Donald  W.  Tarun,  M.D.,  senior  attending  phy¬ 
sician  and  assistant  professor  of  medicine.  He 
attended  the  University  of  Illinois  College  of  Med¬ 
icine  and  served  both  internship  and  residency  at 
Presbyterian  Hospital. 
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Among  those  honored  at  the  annual  meeting  of  the  Medi¬ 
cal  Staff  were  (I  to  r)  Louis  Gdalman,  R.Ph.,  45  years, 
John  T.  Reynolds,  M.D.,  35  years,  Rigby  C.  Roskeiiy,  M.D., 
30  years,  Frank  Kelly,  Jr.,  M.D.,  30  years,  Robert  A.  Beebe, 
M.D.,  30  years,  Paul  H.  Holinger,  M.D.,  40  years,  and 
William  H.  Holmes,  D.D.S.,  40  years. 


After  serving  two  terms  as  president  of  the  Medical  Staff, 
Philip  N.  Jones,  M.D.,  senior  attending  physician  and 
professor  of  medicine,  hands  over  the  gavel  to  his  suc¬ 
cessor,  Maurice  L.  Bogdonoff,  M.D.,  senior  attending 
radiologist,  professor  of  diagnostic  radiology  and  inter¬ 
nal  medicine,  and  chief  of  the  thoracic  radiology  section. 
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Medical  Center  Scientist 
Named  Leukemia  Society  Scholar 


Lawrence  A.  Falk,  Jr.,  Ph.D.,  has  been  named  a 
Leukemia  Society  of  America  Scholar  and  awarded 
$100,000  for  research  on  why  certain  viruses 
induce  cancerous  tumor  growth  and  leukemia. 
Dr.  Falk  is  assistant  professor  of  microbiology  at 
Rush. 

Dr.  Falk’s  research  has  centered  on  the  study 
of  immune  reactions  of  monkeys  to  Herpesvirus 
saimiri  (HVS)  and  Herpesvirus  ateles  (HVA),  which 
both  induce  malignant  tumors  and  a  specific  form 
of  leukemia.  His  studies  have  indicated  that  these 
viruses  attack  the  lymphocytes,  the  white  blood 
cells  which  normally  fight  off  infections,  and  that 
different  viral  strains  have  affinities  for  different 
types  of  white  blood  cells,  transforming  them  into 
cancer  cells.  Dr.  Falk  was  the  first  to  show  that 
HVA  transformed  normal  white  blood  cells  into 
cancerous  cells.  As  a  result  of  his  research,  a 
model  system  is  available  to  develop  specific  cell 
lines,  both  cancerous  and  non-cancerous,  to 
study  and  compare  with  other  cancerous  cell 
lines  grown  in  the  laboratory. 

In  the  next  few  years,  with  the  support  of  the 
Leukemia  Society,  Dr.  Falk  will  be  trying  to 
decipher  how  viruses  are  carried  by  tumor  cells 
during  their  life  cycle,  how  tumor  formation 
occurs  and  whether  cancerous  viral  strains  can 
be  identified  in  cells  before  tumor  growth  appears. 
He  is  also  looking  for  a  way  of  removing  viruses 
from  these  cells. 

Dr.  Falk  received  his  Ph.D.  degree  from  the 
University  of  Arkansas  Medical  Center  and  had 
been  an  NIH  predoctoral  fellow  before  coming  to 
Presbyterian-St.  Luke’s  Hospital  as  a  research  fel¬ 
low  in  1969.  In  1976  Dr.  Falk  will  spend  about 
nine  months  working  with  investigators  in  immun¬ 
ology  at  the  Karolinska  Institute  in  Stockholm, 
Sweden. 

The  Leukemia  Society  of  America,  Inc.,  is  a 
voluntary  health  agency  with  chapters  across  the 
U.S.  Every  year  the  Society  announces  several 
Scholar  awards  of  $100,000  for  a  five-year  period 
to  highly  qualified  young  investigators  who  have 
conducted  original  scientific  research  in  leukemia 
and  related  disorders.  “This  award  is  the  most 
prestigious  honor  the  Leukemia  Society  of  Amer¬ 
ica  gives  to  young  scientists,’’  Dean  Hejna  said. 
“It  recognizes  Dr.  Falk’s  numerous  contributions 
to  leukemia  research  over  the  past  six  years  at 
the  Medical  Center.  Through  his  research  in  the 
developing  science  of  immunology  we  have 
gained  a  clearer  understanding  of  how  viruses 
behave.’’  □ 


Dr.  Falk 
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Thomas  Galloway,  ’12 
Distinguished  Alumnus  for  1975 


Presented  by 
John  Dorsey,  ’31 


It  is  a  happy  privilege  for  me  to  present  to  you 
this  evening  the  gentleman  who  is  to  be  honored 
as  the  recipient  of  the  Rush  Distinguished  Alumnus 
Award.  Thomas  Galloway  had  performed  great  ser¬ 
vice  before  my  association  with  Evanston  Hospital, 
under  my  predecessor,  Dr.  Frederic  Christopher. 

In  the  early  40’s  and  before,  Martin  Seifert  had 
established  a  facility  at  Evanston  Hospital  for  the 
treatment  of  many  patients  afflicted  with  polio¬ 
myelitis  who  were  referred  from  surrounding  com¬ 
munities  near  and  far.  Those  of  us  old  enough  will 
remember  the  dread  days  of  July,  August,  and 
September,  which  were  the  polio  “season.” 

It  was  in  October  of  1943  when  one  of  Dr. 
Seifert’s  bulbar  polio  patients  was  about  to  expire 
from  respiratory  insufficiency  that  he  asked  Dr. 
Galloway  for  help.  Dr.  Galloway  performed  a  stab 
tracheostomy  just  about  the  time  the  patient  had 
a  cardiac  arrest,  no  doubt  due  to  the  hypoxic  state. 
After  some  pounding  on  the  chest  and  clearing  of 
the  airway,  by  what  was  a  rather  simple  maneuver 
at  Dr.  Galloway’s  hands,  the  patient’s  heart  re¬ 
sumed  beating.  The  patient  was  placed  in  a  res¬ 
pirator.  As  Dr.  Seifert  said,  within  ten  minutes,  he 
was  pink  and  conscious,  and  in  about  forty-five 
minutes  was  kicking  the  sides  out  of  the  respirator, 
wondering  what  he  was  doing  in  that  infernal  ma¬ 
chine.  The  patient  walked  out  of  the  hospital  ten 
days  later  quite  well.  Dr.  Seifert  thought,  correctly, 
that  this  was  a  revolutionary  thing,  particularly 
when  the  mortality  of  bulbar  polio  was  somewhere 
in  the  neighborhood  of  60  to  70  per  cent. 

It  was  some  time  before  the  great  value  of 
tracheostomy  was  realized.  In  the  meantime,  as  Dr. 
Seifert  said,  he  and  Dr.  Galloway  worked  together. 
They  were  able  to  report  a  mortality  of  zero  some 
time  later,  with  patient  after  patient  literally  res¬ 
cued  from  death  by  performance  of  tracheostomy. 

Tracheostomy  became  recognized  as  a  life-sav¬ 
ing  operation  and  the  indications  were  extended 
to  the  neurosurgical  field,  to  the  traumatized 
patient,  to  the  burn  patient,  or  to  any  situation 
where  respiratory  obstruction  was  present.  Dr. 
Galloway’s  observations  were  validated  and  later 
widely  applied  with  success.  He  was  properly 
credited  with  their  origin. 

It  was  my  privilege  after  1951  to  be  witness  to 
Dr.  Galloway’s  skill.  He  was  an  excellent  endo¬ 
scopist,  a  fine  otolaryngologist,  who  could  perform 
creditable  head  and  neck  surgery.  He  performed 
primary  suture  of  the  transected  trachea,  which 
even  to  this  day  is  not  a  commonly  successful 
procedure. 


Dr.  Galloway 


A  sentence  of  Martin  Seifert’s  is  worth  repeating 
as  I  introduce  this  gentleman  to  you.  He  says  of 
Dr.  Galloway:  “He  insisted  that  every  other  paper 
we  published  have  my  name  as  first  author,  which 
was  totally  undeserved  on  my  part,  but  it  was  just 
another  characteristic  of  this  wonderful  man,  who 
has  been  my  hero  for  many  years.”  □ 
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Thinking  Back 

By  Eloise  Parsons,  M.D.  (’25) 


As  proud  as  we,  the  class  of  1925,  are  of  Rush, 
even  more.  Rush  Medical  College  should  be  proud 
of  this  class.  During  all  the  years  when  Rush  was 
inactive  the  physicians  of  this  class  enhanced  the 
reputation  and  prestige  of  Rush.  During  all  the 
years  when  we  had  to  explain  that  we  graduated 
from  a  medical  school  no  longer  in  existence,  the 
members  of  this  class  became  leaders  in  the  medi¬ 
cal  profession. 

We  were  a  large  class,  144  graduates,  and  more 
than  half,  75,  became  teachers  in  medical  schools 
— 24  were  full  professors  and/or  heads  of  depart¬ 
ments.  Another  one-third  were  presidents  of  local, 
state  or  specialty  societies.  In  this  age  of  speciali¬ 
zation,  93  of  the  144,  almost  65%,  were  certified 
by  Specialty  Boards. 

There  are  62  still  alive,  only  2  are  in  nursing 
homes,  and  about  30  are  still  in  active  practice. 
When  you  consider  that  the  youngest  graduate  of 
this  class  was  born  in  1902,  you  know  that  we  have 
practiced  what  we  preached  and  kept  healthy. 

When  I  look  around  at  the  eager  beavers  who 
are  graduating  today  (in  my  day  we  called  be- 
whiskered  ones  “Beavers”),  I  feel  as  if  we,  who 
graduated  50  years  ago,  are  part  of  the  Bicenten¬ 
nial  Celebration.  Just  as  the  national  Bicentennial 
venerates  antiquity  and  commemorates  historical 
events,  so  the  class  of  1925  recalls  its  historic 
graduation.  The  banquet  was  in  the  Auditorium 
Hotel,  now  Roosevelt  University,  and  more  than  a 
thousand  people  were  present.  I  must  admit  that 
they  didn’t  come  to  see  this  class  graduate:  they 
came  to  celebrate  the  70th  birthday  of  Dr.  Frank 
Billings.  Dr.  Bertram  Sippy  was  president  of  the 
Alumni  Association  then,  Ludwig  Hektoen  was  the 
toastmaster,  Martin  Fischer  addressed  the  gradu¬ 
ates,  and  Dr.  James  Herrick  lauded  Dr.  Billings 
for  his  great  accomplishments  and  his  retirement 
as  Dean  of  Rush  Medical  College.  Our  class  pre¬ 
sented  to  Rush  a  bronze  plaque  with  a  lifesize  head 
of  Dr.  Billings  on  it  in  relief.  Dr.  Howard  Wakefield 
made  the  presentation.  Each  of  us  value  the  mini¬ 
ature  duplicate  bronze  medallion  as  a  souvenir  of 
distinction,  but  at  today’s  price  for  bronze  it  is 
probably  worth  more  than  its  sentimental  value. 

Fifty  years  ago  our  class  was  truly  modern  in 
including  minority  groups.  Of  the  three  Black  mem¬ 
bers  one  became  the  Dean  of  Howard  University 
and  another  a  professor  at  Meharry  Medical  Col¬ 
lege.  There  were  two  in  the  class  from  Puerto  Rico 
and  two  were  born  in  China. 

For  the  information  of  those  who  are  concerned 


about  the  Status  of  Women,  there  were  16  women 
who  graduated  in  this  class  fifty  years  ago,  all  of 
whom  continued  in  active  medical  practice  as  well 
as  teaching  and  research.  Only  8  were  married 
but  there  were  no  divorces — we  were  easy  to  live 
with.  We  did  not  feel  “put-upon”  nor  did  we  re¬ 
sent  being  called  “Hen  Medics.” 

There  was  only  one  discrimination.  We  were  not 
allowed  to  enroll  in  courses  of  Urology — not  be¬ 
cause  of  Anatomy  or  Physiology,  but  because  Dr. 
Herman  Kretchmar  told  dirty  stories  in  class. 

I  am  proud  to  represent  this  class  of  1925  and 
I  am  proud  to  be  a  graduate  of  Rush  Medical  Col¬ 
lege.  I  expect  to  live  long  enough  to  see  the  great 
Rush  University  carry  out  its  extensive  program  in 
continuation  of  its  illustrious  heritage.  □ 


Dr.  Parsons 
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Bulletin 

Alumni  Association  of  Rush  Medical  College 
1 725  West  Harrison  Street 
Chicago,  Illinois  60612 

Dear  Sir: 

As  my  grandfather,  Dr.  John  McHaney  (the  class 
of  1925)  will  be  unable  to  attend  the  Medical 
Alumni  Day  on  June  12  when  his  class  will  be 
especially  honored  and  because  he  has  always 
been  too  modest  to  send  any  information  about 
himself  to  the  Bulletin,  I,  his  granddaughter,  have 
put  together  a  resume  of  his  contributions  to  medi¬ 
cine  which  includes  some  information  about  what 
he  is  doing  now. 

McHaney,  John  W.  ’25  (Jefferson  City,  Mo.)  is  still 
in  the  active  practice  of  general  medicine.  Former 
president,  member  of  the  Board  of  Trustees  and 
Chief  of  Staff  of  Memorial  Community  Hospital  in 
Jefferson  City,  he  is  now  serving  as  chairman  of 


the  hospital’s  library  committee.  During  his  term 
as  President  of  the  Medical  Alumni  of  the  Univer¬ 
sity  of  Missouri,  an  annual  M.D.  Day  was  instituted. 
He  was  chairman  of  the  advisory  board  to  the 
University  of  Missouri  Board  of  Curators  for  the 
medical  college  for  ten  years.  President  of  the 
Cole  County  Medical  Society  for  one  year,  a  mem¬ 
ber  of  the  Missouri  State  Mental  Health  Com¬ 
mission  for  seven  years  and  a  member  of  the 
Missouri  State  Selective  Service  Commission  for 
twenty-seven.  He  is  the  father  of  two  and  the  grand¬ 
father  of  seven.  In  his  spare  time  he  enjoys  playing 
golf  and  combining  his  photography  and  travel 
interests. 

Your  consideration  of  as  much  of  this  information 
as  possible  for  publication  in  the  Alumni  Class- 
notes  section  will  be  greatly  appreciated. 

Sincerely  yours, 

Lisa  McHaney 


Top:  Members  of  the  class  of  1925  reunite.  From  left  to 
right  (back  row)  Arthur  N.  Wilson,  Edward  W.  Griffey, 
Paul  S.  Rhoads,  Julius  J.  Mussil,  Louis  P.  River,  David  T. 
Proctor,  (front  row)  Eloise  Parsons  Baker,  Howard  Wake¬ 
field,  Charles  F.  Rennick,  Robert  H.  Johnstone,  Mila 
Pierce,  George  C.  Turner. 

Right:  Alumni  inspect  the  class  photo  of  Rush  graduates 
of  1925. 


53 


( 


Classnotes  ’12-’18 

Maxwell,  Charles  T.  ’12  (Sioux  City,  Iowa),  reports 
that  he  has  been  retired  since  1973. 

Siler,  Marion  P.  ’15  (Oak  Park,  Illinois),  has  had  a 
fellowship  named  in  her  honor  by  the  Oak  Park- 
River  Forest  Branch  of  the  American  Association  of 
University  Women.  She  has  been  a  member  of  the 
AAUW  for  forty-five  years  and  has  served  on  numer¬ 
ous  committees,  including  the  mobile  x-ray  project, 
publicity,  luncheon,  hospitality  and  the  foster  rela¬ 
tive  committee. 

Thornton,  John  W.  ’15  (Lansing,  Michigan),  has 
retired  because  of  impaired  vision  after  57  years  of 
practice.  Dr.  Thornton,  his  father.  Dr.  John  H.  Thorn¬ 
ton  ’79,  and  his  cousin,  Dr.  James  Thornton,  have 
given  an  aggregate  of  100  years  of  medical  service 
to  Lansing. 

Willy,  Ralph  G.  ’16  (Portal,  Arizona),  has  given  up 
his  practice  in  Evanston,  Illinois  and  retired  to 
Arizona. 

Caylor,  Harold  ’18  (Bluffton,  Indiana),  writes  that 
both  he  and  his  brother,  Truman  Caylor  ’24,  were 
made  Sagamores  of  the  Wabash  at  a  celebration  of 
his  brother’s  50th  year  in  practice.  Indiana  Governor 
Otis  M.  Brown,  M.D.,  made  the  appointment. 


Classnotes  ’21 -’29 

Morrow,  A.  R.  ’21  (Marion,  Illinois),  is  now  a  member 
of  the  50-Year  Club  of  the  Illinois  State  Medical 
Society.  Dr.  Morrow  is  active  19  hours  a  week  in  the 
Emergency  Room  of  Marion  Memorial  Hospital  and 
volunteers  time  to  the  Red  Cross  Bloodmobile  in 
Marion  and  in  Herrin,  Illinois. 

Burdick,  Allison  L.  ’22  (Chicago,  Illinois),  marked 
his  eightieth  birthday  in  September  at  a  buffet  given 
in  his  honor  by  Dr.  and  Mrs.  A.  L.  Burdick,  Jr.  Among 
the  200  friends,  colleagues  and  relatives  attending 
was  classmate  Cleveland  White  ’22. 

Tierney,  Edward  F.  ’23  (Portage,  Wisconsin),  is 
now  practicing  only  part  time  in  the  Portage  Clinic. 
Dr.  Tierney  was  admitted  last  year  to  the  “Fifty  Year 
Club’’  of  the  Wisconsin  Medical  Society. 

Smith,  Harold  E.  ’24  (Elmhurst,  Illinois),  was  hon¬ 
ored  by  the  Women’s  Guild  of  Westlake  Hospital 


Dr.  Stein  with  J.  P.  Greenhill,  M.D. 


Alex  Tulsky,  M.D.,  and  Sidney  R.  Lash,  M.D.  ('39),  col¬ 
leagues  of  Dr.  Stein  at  Michael  Reese  Hospital 


Irving  Stein  ’12  Honored 

On  April  18,  1975,  the  Chicago  Gynecological  So¬ 
ciety  and  the  Rush  Department  of  Obstetrics  and 
Gynecology  honored  Irving  F.  Stein,  M.D.  with  a 
luncheon  and  a  symposium  on  the  fortieth  anni¬ 
versary  of  the  first  published  description  of  the 
Stein-Leventhal  syndrome  by  Dr.  Stein  and  the  late 
Michael  L.  Leventhal  (’24).  The  afternoon  sympo¬ 
sium  featured  Drs.  J.  P.  Greenhill,  Julian  Archie, 
Melvin  Cohen,  Frederick  Hofmeister,  Gretajo 
Northrop,  and  George  D.  Wilbanks,  discussing  new 
approaches— biochemical,  laparoscopic,  endo¬ 
scopic,  and  surgical— to  the  problems  first  brought 
to  general  attention  by  Drs.  Stein  and  Leventhal. 

At  the  luncheon  for  Dr.  Stein  and  his  family, 
colleagues  and  friends,  he  was  presented  with  a 
citation  which  read: 

Whereas,  for  more  than  sixty  years  of  profes- 
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George  D.  Wilbanks,  M.D.,  Rush  ob/gyn  chairman,  gets 
the  inside  story  on  a  medical  breakthrough. 


sional  dedication,  Dr.  Irving  F.  Stein  has  har¬ 
monized  the  demands  of  patient  care  with  the 
responsibilities  of  teaching  and  research;  and 

Whereas,  through  his  devotion  to  his  patients 
and  his  determination  to  understand  the  mecha¬ 
nisms  of  fertility  and  sterility  he  has  helped  to 
bring  the  richness  of  new  life  to  countless  families; 
and 

Whereas,  he  has  at  all  times  presented  for  his 
fellow  Rush  graduates,  his  fellow  physicians,  and 
his  fellow  citizens,  a  model  of  personal  and  pro¬ 
fessional  integrity; 

Therefore,  on  this,  the  fortieth  anniversary  of 
the  first  presentation  of  the  Stein-Leventhal  syn¬ 
drome,  we  at  Rush-Presbyterian-St.  Luke’s  Medical 
Center  do  hereby  express  our  profound  admiration 
and  warm  appreciation,  for  his  achievements  and 
for  his  example. 


recently  for  his  50  years  of  medical  service  to  the 
community.  Earlier  this  year,  he  became  a  member 
of  the  Fifty  Year  Club  of  the  Illinois  State  Medical 
Society.  Dr.  Smith  is  in  practice  with  his  son,  Hugh, 
and  has  a  grandson,  Gerritt  Smith,  who  is  in  his 
second  year  of  medical  training  at  Rush  Medical 
College. 

Parsons,  Eloise  ’25  (Neponset,  Illinois),  writes, 
“Farming  is  the  ideal  retirement  for  a  physician.  You 
can  apply  all  your  scientific  knowledge  of  biology, 
chemistry  and  nutrition  in  a  business  enterprise  and 
at  the  same  time  live  a  vigorous  outdoor  life  enjoying 
the  beauties  of  nature.” 

Wilson,  Arthur  N.  ’25  (Ketchikan,  Alaska),  is  still  in 
active  practice  with  his  two  sons,  James  and  Arthur, 
Jr.  Last  spring,  he  toured  South  America  with  Mrs. 
Wilson,  George  Callahan  '26,  Louis  River  '25,  and 
Earl  Latimer  '28. 

Pulsifer,  Libby  '26  (Rochester,  New  York),  writes: 
“Have  cut  my  practice  time  down  to  a  soft  38  hours 
a  week,  with  a  full  schedule  at  the  office.  Make  a 
rare  house  call  and  occasional  pastoral  hospital 
calls.  My  three  very  fine  associates  take  care  of  all 
the  really  sick  people,  hospital  patients,  and  business 
affairs.’’ 

Sheffield,  Loren  '26  (Birmingham,  Michigan),  has 
retired  to  Michigan. 

Davis,  Stella  K.  '27  (Carmel,  California),  has  retired 
from  the  practice  of  pediatrics  in  Santa  Ana  and 
has  recently  moved  to  Carmel. 

Felsher,  Isaac  M.  '28  (Hallandale,  Florida),  reports 
that  both  he  and  his  wife  are  in  good  health. 

Garden,  Leonard  ’29  (Chicago,  Illinois),  was  among 
20  retiring  members  of  Northwestern  University’s 
faculty  and  staff  honored  with  emeritus  appointments 
by  the  Board  of  Trustees. 

Classnotes  ’30-’37 

De  Costa,  Edwin  J.  '30  (Highland  Park,  Illinois),  and 
Dorsey,  John  M.  '31  (Evanston,  Illinois),  were  also 
honored  with  emeritus  appointments  by  the  Board  of 
Trustees  of  Northwestern  University. 

Gilchrist,  R.  Kennedy  '31  (Chicago,  Illinois),  is  now 
Acting  Chairman  of  Surgery  at  Ravenswood  Hospital. 
He  is  also  emeritus  professor  at  Rush  and  emeritus 
attending  surgeon  at  PSLH. 
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Sabath,  Donald  ’31  (Oak  Park,  Illinois),  received  an 
award  from  St.  Anthony’s  Hospital  for  40  years  of 
devoted  service  to  patients  and  to  the  Hospital. 

Schoolnic,  Jacob  W.  ’31  (East  Liverpool,  .Ohio),  has 
an  active  practice  in  internal  medicine.  Dr.  Schoolnic 
is  also  Chief  of  Medicine  at  East  Liverpool  City 
Hospital. 

Sloan,  Jack  H.  ’31  (Chicago,  Illinois),  continues  to 
practice  medicine  at  Michael  Reese  Hospital.  His 
son,  William,  is  in  his  fifth  year  of  residency  in 
Urology  at  Johns  Hopkins  and  William’s  wife,  Judy, 
will  be  graduated  from  the  University  of  Maryland 
School  of  Law  in  May  1975. 

Ginsberg,  Julius  E.  ’32  (Laguna  Hills,  California), 
retired  from  Northwestern  University  as  emeritus  pro¬ 
fessor  and  moved  to  California.  He  writes;  "My  wife, 
Carolyn,  and  I  are  living  here  happily  and  in  good 
health,  with  a  fine  view  of  the  Santa  Ana  Mountains 
from  our  rooms  and  balcony.’’ 

Lawlah,  John  W.  ’32  (Washington,  D.C.),  was  award¬ 
ed  the  17th  Alumni  Citation  from  the  University  of 
Wisconsin  in  May,  1974.  Dr.  Lawlah  was  cited  for 
his  administrative,  professional  and  teaching  skills. 
"His  ability  to  teach,  motivate  and  challenge  his 
students  is  recognized  by  many  as  an  important 
factor  in  helping  Howard  University  to  earn  its  recog¬ 
nition  in  science.’’ 

McKie,  Mildred  W.  ’32  (Storden,  Minnesota),  is  now 
listed  in  "Who’s  Who  of  American  Women.” 

Reich,  Nathaniel  E.  ’32  (Brooklyn,  New  York),  has 
been  named  Clinical  Professor  of  Medicine,  State 
University  of  New  York,  Downstate  Medical  Center. 
He  has  also  been  elected  a  Fellow  of  the  Royal 
Society  of  Medicine  and  recently  was  visiting  pro¬ 
fessor  to  the  University  of  Afghanistan  and  the  Uni¬ 
versity  of  Indonesia. 

Swiatek,  Frank  R.  ’32  (Chicago,  Illinois),  at  the  age 
of  70  continues  in  general  practice.  Dr.  Swiatek  is 
currently  Director  of  Research  at  the  Illinois  Institute 
of  Pediatrics. 

Young,  Arthur  ’32  (Bloomfield  Hills,  Michigan),  has 
retired  to  Bloomfield  Hills,  a  suburb  of  Pontiac,  Mich¬ 
igan,  where  he  practiced. 

Hayashi,  Chisato  ’34  (Kona,  Hawaii),  was  given  the 
Selective  Service  System  Meritorious  Service  Award 
for  some  30  years  of  service  as  a  medical  advisor  to 
Local  Board  No.  13  in  Kona,  Hawaii.  The  citation  read 


Wayne  W.  Wong,  M.D.,  '40,  was  named  a  Trustee  of  Rush- 
Presbyterian-St.  Luke’s  Medical  Center  at  the  Annual 
Meeting  in  November. 


Mila  I.  Pierce,  M.D.,  ’24,  has  returned  to  Rush  as  distin¬ 
guished  professor  of  pediatrics  in  the  Medical  College 
and  associate  attending  physician  at  Presbyterian-St. 
Luke’s  Hospital. 
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In  Memoriam 


in  part:  “He  has  distinguished  himself  by  exception¬ 
ally  meritorious  service  to  his  country  and  to  the 
community  he  served.” 

Belinson,  Louis  ’36  (Largo,  Florida),  recently  retired 
from  the  Department  of  Mental  Health  of  the  State  of 
Illinois,  where  he  practiced  for  27  years,  and  has 
moved  to  Florida. 

Dygert,  Gilbert  W.  '36  (Grass  Valley,  California), 
reports  that  he  is  now  retired. 

Markowitz,  Martin  ’36  (Brooklyn,  New  York),  is 
President-Elect  of  the  Medical  Society,  County  of 
Kings.  Dr.  Markowitz  is  a  member  of  the  Board  of 
Directors  of  New  York  State  Academy  of  Family 
Physicians  and  is  the  editor  of  “New  York  Family 
Physician,’’  an  official  bi-monthly  magazine  pub¬ 
lished  by  the  Academy. 

Aronoff,  Jacob  S.  ’37  (New  York,  New  York),  writes; 
“Though  qualified  in  Otolaryngology,  my  work  is 
limited  now  to  facial  esthetic  surgery.  I  spend  7  to  8 
months  in  New  York  working  at  Mt.  Sinai  and  Monte- 
fiore  Hospitals.  The  rest  of  the  year  is  spent  in  travel 
throughout  the  world  working  with  my  colleagues  in 
this  specialty.  I  only  have  China  left  to  visit.’’ 

McGrow,  Donald  ’37  (Visalia,  California),  has  been 
using  an  IBM  System  3  model  6  computer  to  analyze 
the  history  of  cancer  patients  and  track  the  treatment 
they  receive.  Dr.  McGrew  is  also  using  the  computer 
to  track  the  more  than  13,000  Pap  tests  his  pathology 
lab  performs  each  year. 


Classnotes  ’41 -’42 

Sherman,  Frances  R.  ’41  (Sunnyvale,  California), 
writes  that  she  feels,  “I  got  the  best  medical  educa¬ 
tion  available  in  this  country.  There  was  no  medical 
school  like  “old”  Rush  and  I  sincerely  hope  that  the 
“new”  Rush  can  come  somewhere  near  to  the  medi¬ 
cal  training  standard  that  the  original  Rush  did.” 
Dr.  Sherman  is  now  retiring  to  California  to  be  with 
her  two  children  and  grandchildren. 

Handy,  George  W.  ’42  (Madison,  Wisconsin),  for¬ 
merly  President  of  the  State  and  Provincial  Health 
Officers  Association,  is  a  Health  Officer  for  the  State 
of  Wisconsin. 

John,  Nicholas  C.  ’42  (Sun  City,  Arizona),  has  termi¬ 
nated  active  practice  in  South  Bend,  Indiana  to  join 
a  group  practice  in  Sun  City,  Arizona. 


James  D.  Alway  ’24 
Edward  N.  Anderson  ’30 
Glenn  Ashworth  ’37 
Robert  E.  Baer  ’32 
Edwin  J.  Blonder  ’25 
Johann  S.  Bornstein  ’37 
Jesse  W.  Bowen  Jr.  ’40 
Jonathan  E.  Bruner  ’04 
Anthony  John  Brunse  ’42 
Robert  C.  Byrne  ’33 
Henry  A.  Callis’22 
Ernest  H.  Clay  ’26 
Robert  A.  Coombs  ’25 
Howard  E.  Crawford  ’25 
John  Pendleton  Darling  ’37 
Raymond  Dart  '16 
Fred  Otto  Emil  Eggert  ’25 
Leo  Alexander  Elkourie  ’30 
Frederic  Barrett  Emery  ’42 
Otis  Hoyt  Epiey  ’04 
Edward  A.  Evans  ’42 
Lillian  E.  Fowler  ’13 
Valiant  D.  French  ’16 
RexR.  Frizzell  ’11 
Samuel  L.  Goldberg  ’28 
James  Arthur  Gough  ’22 
Eugene  Yeates  Hall  ’42 
Clarence  N.  B.  Hatleberg  ’22 
Ralph  E.  Hawes  ’22 
Harold  J.  Heath  ’27 
Ruth  Herrick  ’28 
Melvin  C.  Higgins  ’38 
James  E.  Hunter  ’15 
Earl  C.  Kading  ’18 
Stephen  Kaimmer  ’39 
Bernard  S.  Kalayjian  ’33 
Sidney  R.  Kaliski  ’20 


Wendell  S.  Keate  ’29 
LeeH.  Kiel  ’20 
Theodore  F.  Krauss  ’22 
Myron  W.  Larson  ’37 
Francis  L.  Lederer  ’22 
Charles  W.  Leonard  ’00 
Matthew  M.  Lewison  ’32 
Harold  D.  Lillibridge  ’26 
Ernest  C.  McKibben  ’04 
Herman  F.  Meyer  ’28 
Nathan  Morris  ’38 
James  A.  Nelson  ’33 
Frank  S.  L.  Newcomb  ’23 
Andrew  J.  Niehaus  ’36 
Alvin  E.  Ottum  ’34 
Sandor  D.  Papp  ’35 
Clyde  E.  Partridge  ’26 
J.  Frank  Pearcy  ’28 
Reuben  Ratner  ’28 
Louis  Albert  Sass  ’39 
Robert  F.  Schoenbeck  ’24 
Dale  F.  Scott  ’31 
Lawrence  G.  Slapion  ’36 
Roy  E.  Smith  ’21 
Samuel  Lewis  Stern  ’29 
Earle  B.  Stewart  ’04 
Elizabeth  Straus  ’29 
Alva  C.  Surber  ’29 
William  Allan  Swim  ’15 
Karl  J.Theige’16 
Walter  H.  Theobald  ’11 
Alfons  F.  Tipshus  ’40 
Johnson  Underwood  ’35 
Benjamin  H.  Unruh  ’19 
Harry  J.  Veatch  ’21 
Lucille  Watt  ’38 
Homer  Higgs  Whitney  '24 


Milton  Wolpert  ’30 
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News 


Courses  for  Rush  Students 
at  Mount  Sinai  Hospital 

Courses  will  be  established  at  Mount  Sinai  Hos¬ 
pital  Medical  Center  in  the  1975-76  academic  year 
for  some  40  upper  level  Rush  medical  students 
in  all  clinical  departments.  Appropriate  appoint¬ 
ments  of  Mount  Sinai  medical  staff  to  the  Rush 
faculty  will  be  made  under  the  Rules  of  Gov¬ 
ernance  of  Rush  Medical  College. 

The  two  institutions  have  also  agreed  to  inau¬ 
gurate  planning  for  more  extensive  programs  of 
education  at  all  levels,  coordination  of  patient 
care  and  community  services,  and  such  other 
activities  as  shared  support  services. 

Rush-Presbyterian-St.  Luke’s  and  Mount  Sinai, 
located  a  mile  apart,  have  participated  for  many 
years  in  programs  of  mutual  interest  and  concern; 
both  are  active  members  of  the  West  Side  Health 
Planning  Organization.  This  new  cooperative  step 
strengthens  the  educational  commitment  of  each 
and  lays  the  basis  for  further  progress  of  impor¬ 
tance  to  the  area,  to  the  city,  and  to  urban  medi¬ 
cine  in  the  United  States. 

Planning  for  Branches 
Halted 

The  Executive  Board  of  the  Medical  Center  has 
concluded  with  regret  that  it  cannot  approve 
proceeding  at  this  time  with  construction  of 
planned  branch  hospitals  in  Schaumburg  and 
Park  Forest  South.  In  a  statement  issued  February 
24th,  the  Executive  Board  said: 

“The  decision  is  based  on  analysis  of  the  econ¬ 
omy  both  nationally  and  locally,  excessive  escala¬ 
tion  of  construction  and  financing  costs  beyond 
acceptable  debt  levels,  and  assessment  of  the 
potential  of  the  respective  communities  to  be 
served  to  provide  equity  capital  at  double  the 
original  estimates.” 

Estimated  costs  for  the  two  hospitals  had  esca¬ 
lated  since  1972  from  $12  million  each  to  approx¬ 
imately  $25  million  each  by  early  this  year. 


Bonds  Issued 
for  Financing 

An  $18.5  million  bond  issue  has  been  sold  to  give 
Rush-Presbyterian-St.  Luke’s  the  basis  for  a  long- 


range  capital  financing  program.  The  bonds, 
exempt  from  federal  income  taxation,  were  issued 
by  the  Illinois  Health  Facilities  Authority,  a  new 
state  agency,  for  the  Medical  Center.  The  issue 
was  rated  AA  by  Moody’s  and  by  Standard  & 
Poor’s,  the  two  principal  firms  which  evaluate  in¬ 
vestment  securities  of  this  type.  The  Medical 
Center  was  one  of  the  few  institutions  in  the 
country  to  receive  such  a  high  rating. 

The  proceeds  of  the  bond  issue  will  be  used  to 
refinance  short-term  debt  incurred  in  the  con¬ 
struction  program  of  the  1970s.  Interest  rates  on 
the  bond  issue  are  substantially  lower  than  those 
on  outstanding  borrowings. 

The  underwriters  of  the  bond  issue  offered  it 
to  the  public  in  $5,000  units  through  normal 
market  channels.  A  series  of  ten-year  notes  will 
yield  5.5  to  6.5  percent,  20-year  notes  will  yield 
8.0  per  cent,  and  30-year  notes  will  yield  8.25 
per  cent. 


Nursing  Research 
Center  Planned 

A  clinical  research  center  in  nursing  is  being 
established  to  provide  a  foundation  for  a  doctoral 
degree  program  in  the  Rush  College  of  Nursing 
and  Allied  Health  Services.  The  research  center 
is  receiving  $100,000  in  initial  funding  from  the 
Edna  L.  Dunning  and  the  Adah  Wilson  Funds  of 
the  Chicago  Community  Trust. 

“We  anticipate  that  the  Center  .  .  .  will  yield 
major  scientific  and  clinical  contributions  to  an 
overlooked  and  underrated  profession  through 
attracting  strong  scholar  candidates,”  said  Luther 
Christman,  Ph.D.,  dean  of  the  nursing  college  and 
vice  president  for  nursing  affairs  of  the  Medical 
Center.  “We  anticipate  that  the  Center  will  become 
a  national  influence  within  a  short  period.” 

The  College  of  Nursing  and  Allied  Health 
Sciences  currently  has  an  enrollment  of  249,  a 
four-fold  increase  since  it  opened  two  years  ago. 
Of  those,  169  are  undergraduates  and  the  rest 
are  master’s  degree  candidates.  The  College  is 
developing  a  program  to  offer  a  doctoral  degree 
in  nursing.  The  Center  will  provide  doctoral  can¬ 
didates  with  the  resources  for  development  of 
scholarship  and  research. 
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Harry  P.  Elam,  M.D.,  Director  of  Ambulatory  and  Com¬ 
munity  Pediatrics,  answers  questions  at  the  two-day 
Pediatrics  Clinic  Health  Fair.  Hundreds  of  schoolchildren 
checked  out  exhibits  on  safety,  lead  poisoning,  dental 
care,  sex  education,  and  nutrition. 


Fund-Raising  Progress 

The  annual  year-end  appeal  brought  the  Medical 
Center  $339,992.79,  which  is  39  per  cent  more 
than  was  received  in  the  year-earlier  appeal. 
Trustee  giving  rose  28  per  cent,  and  medical 
staff  giving  rose  91  per  cent. 

The  Jennie  L.  Fay  and  Helen  Fay  Hunter  Trust 
continued  its  long-standing  annual  support  with 
two  grants  totalling  $37,400  to  support  research 
in  physiology  and  immunology.  The  Philetus  W. 
Gates  Trust  contributed  income  of  $100,822, 
bringing  its  total  contributions  to  the  Medical 
Center  to  $1,153,474.  The  Scholl  Foundation  con¬ 
tinued  its  research  support  with  a  grant  of  $69,100. 

The  Medical  Center  has  received  a  number  of 
significant  grants  in  the  past  year  in  addition  to 
annual  giving.  The  Robert  Wood  Johnson  Founda¬ 
tion  awarded  $200,000  to  the  ANCHOR  Organiza¬ 
tion  for  Health  Maintenance;  the  grant  followed 
upon  an  earlier  award  of  $300,000  for  inner  city 
health  care  planning.  The  Chicago  Community 
Trust  has  given  the  Rush  College  of  Nursing  and 
Allied  Health  Sciences  $100,000  to  establish  a 
Center  for  Clinical  Research  in  Nursing,  with  its 
major  objective  to  develop  new  scientific  informa¬ 
tion  for  improvement  of  nursing  care.  The  Henry 
J.  Kaiser  Family  Foundation  has  given  a  two-year 


grant  of  $175,000  to  the  hospital  network  program, 
and  the  Commonwealth  Fund  of  New  York  has 
awarded  the  Medical  Center  $100,000  for  the 
current  academic  year. 

The  Decade  of  Development  campaign  for  cap¬ 
ital  expansion  continues  to  advance,  with  gifts 
and  pledges  now  exceeding  $5,100,000.  Ten  cor¬ 
porations  and  corporate  foundations  recently 
have  pledged  $265,000  to  this  program.  They  are; 
American  National  Bank  &  Trust  Co.,  Arthur 
Andersen  &  Co.,  Beatrice  Foods,  Brunswick  Corp., 
Chicago  Title  &  Trust  Co.,  Continental  Can  Co., 
Marcor  Corp.,  Masonite  Corp.,  North  American 
Car  Corp.,  and  the  Pullman  Foundation.  The  Joyce 
Foundation  has  also  made  a  grant  of  $50,000. 

More  than  $4,000,000  has  been  contributed 
toward  ten  endowed  chairs  and  professorships, 
for  which  a  total  of  $10,750,000  is  sought.  (Seven 
chairs  and  professorships  are  already  fully 
funded.)  In  addition,  the  Bertha  Spaeti  Smith 
Trust  has  pledged  $125,000  to  establish  an  endow¬ 
ment  fund  for  the  Jack  Frazier  Smith  Professor¬ 
ship  in  Surgery. 

Bequest  income  for  the  current  year  exceeds 
$865,000,  including  $100,000  from  Mrs.  Erna  C. 
Borchers  for  the  academic  facility  patient  care 
areas,  and  $60,000  from  Edwards  D.  Ford  for 
unrestricted  use. 


59 


60 


A  Will  To  Give 


by  Andrew  Wilcox 

Senn,  Bevan,  Herrick,  Irons,  David— the  intellectual 
legacy  they  left  to  Rush  Medical  College  lives  on 
in  their  students  and  their  students’  students  and 
flourishes  today  in  laboratories  and  classrooms, 
at  patient  bedsides  and  in  doctor’s  offices  through¬ 
out  the  world. 

They  left  a  more  tangible  legacy  as  well.  They 
were  practical  as  well  as  thoughtful,  and  thanks 
to  the  care  with  which  they  planned  their  estates, 
their  financial  contributions  through  bequests  have 
nourished  both  the  old  Rush  and  the  new,  and 
continue  to  influence  the  quality  of  medical  edu¬ 
cation  today. 

Each  of  us  has  the  opportunity  to  do  the  same. 
Indeed,  each  year  for  the  past  five  years  Rush- 
Presbyterian-St.  Luke’s  has  received  an  average 
of  $1,846,450  from  bequests  and  trusts.  Last  year, 
such  income  represented  80%  of  all  gifts  from 
individual  sources. 

The  needs  at  Rush— for  student  aid,  faculty  en¬ 
dowments,  improved  facilities  and,  most  important, 
unrestricted  endowment  funds— are  staggering. 
The  College  has  been  reactivated  in  an  era  of 
unprecedented  inflation,  a  time  when  as  costs 
increase  for  Rush,  demands  on  the  financial 
resources  of  its  supporters  are  also  reaching 
extraordinary  proportions. 

Deferred  giving  provides  a  way  for  you  to  ensure 
your  own  lifetime  financial  security  and  still  help  to 
assure  the  future  of  Rush  Medical  College.  The 
simplest  way  to  make  a  significant  contribution  is 
through  an  outright  bequest.  You  may  wish  to  state 
an  amount,  or  a  proportion,  and  specify  what  the 
gift  should  be  used  for.  Or  you  may  wish  to  provide 
the  College  with  the  remainder  after  all  family  and 
personal  allocations  are  made. 

A  charitable  bequest  helps  to  reduce  the  amount 
of  tax  an  estate  must  pay.  Because  estate  taxes 
are  graduated  much  as  income  taxes  are,  the 
estate  tax  benefits  increase  in  direct  proportion  to 
the  size  of  the  estate.  However,  unlike  income  tax 
exemptions,  there  is  no  limit  to  the  estate  tax 
charitable  exclusion:  the  larger  the  estate,  the 
greater  the  tax  benefits.  For  example: 


Total  Taxable  Estate 
Charitable  Bequest 
Estate  Tax  Savings 
Cost  of  Bequest 


Donor  A  Donor  B 

$500,000  $5,000,000 

100,000  100,000 

32,000  63,000 

68,000  37,000 
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Making  a  provision  in  your  will  is  a  very  direct 
way  to  provide  a  meaningful  and  enduring  gift  to 
Rush,  as  Drs.  Senn  and  Sevan  and  Herrick  clearly 
knew.  It  provides  an  opportunity  to  review  the 
provisions  of  your  will  in  view  of  changing  personal 
and  economic  situations.  Many  of  the  members  of 
the  Benjamin  Rush  Society  have  qualified  for  mem¬ 
bership  by  making  provision  for  a  bequest  to  Rush 
Medical  College. 

Rush  is  vigorously  alive,  reaffirming  the  ideals 
that  have  always  informed  it  while  responding 
actively  to  the  excitement  of  new  knowledge.  It 
must  remain  vigorous,  and  for  that  it  needs  con¬ 
stant  nourishment.  You  can  help;  if  not  now,  later. 
The  Rush  Office  of  Estate  Planning  is  already 
bringing  information  on  ways  to  help  to  the  alumni. 
Please  let  us  know  how  we  can  help  you  to  make 
a  meaningful  contribution  to  the  life  of  Rush  Medi¬ 
cal  College. 

Invitation  to  Alumni 

In  a  recent  letter,  Frederic  A.  dePeyster,  M.D.,  ’40, 
a  director  of  the  Rush  Alumni  Association,  asked 
his  fellow  alumni  to  “consider  the  matter  of  our 
legacy  to  Rush,  the  responsibility  each  of  us  must 
bear  to  assure  the  future  of  our  College.” 

Dr.  dePeyster  said  in  part: 

“Making  provisions  in  your  Will  is  one  of  the 
most  direct  and  simplest  ways  to  provide  a  mean¬ 
ingful  and  enduring  gift.  Distinguished  predeces¬ 
sors  at  Rush  .  .  .  along  with  many  others,  influence 
the  quality  of  medical  education  today  because  of 
their  generous  gifts  through  estate  planning.  Each 
of  us  has  the  opportunity  to  do  the  same  accord¬ 
ing  to  our  ability.  .  .  . 

“  The  noblest  thing  a  man  can  do  is  to  plant  a 
tree  that  will,  some  day,  give  shade  to  those  he 
will  never  know.’  ...  A  new  tree  has  been  planted 
and  taken  root.  Now  let’s  nourish  it  to  provide  for 
future  generations  of  Rush  physicians.  A  number 
of  us  have  already  included  Rush  in  our  estate 
plans.  Please  give  serious  thought  to  yours.”  □ 
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Rush  Us  Your  News! 


Dear  Readers: 

Please  help  us  keep  your  classmates,  former  house  officers  or  faculty,  and  friends  informed  of 
your  latest  achievements. 


New  medical  practice? 

New  position  or  promotion? 

New  address? 


civic  or  professional  honor? 

book  or  scientific  publication? 
military  assignment? 

WE  ALSO  LIKE  TO  RECEIVE  PHOTOGRAPHS  AND  CLIPPINGS. 
Name 

Address 

City,  State,  Zip 

Year  of  graduation  or  on  faculty  or  house  staff 

(please  fold,  seal,  stamp  and  mail) 
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The  Magazine 

Room  924 

1725  West  Harrison  Street 
Chicago,  Illinois  60612 
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